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THE TREATMENT OF LOBAR 


PNEUMONIA * 


Norman PLumMMer, Major, M.C., A.U.S. 


mseseseseseseopaR PNEUMONIA, as it was known a comparatively few 
years ago,** no longer exists today. What Bellevue 
L Hospital intern now would believe that ten years ago. 





a mortality rate of over 50 per cent. 





New York, 








there were as many as one thousand cases of lobar pneu- 

Ge25esesese5e5 monia on the adult medical service during a single winter 
season? Or that during some seasons single wards admitted more than 
one hundred patients with this disease? Or that at times during the 
winter more than half of the patients in a large ward had lobar pneu- 
monia? In the winter of 1927-1928 when we were studying serum 
from three of the four medical services at Bellevue, we included in our 
series 166 type I pneumonias; 169, type II; 44, type III; and 159 Group 
IV cases. Would not the investigators of today glory in such a service! 
During this period and up to the time of the introduction of sulfa- 
pyridine, pneumonia was a highly fatal disease. At Bellevue Hospital the 
gross fatality rate never dropped below 30 per cent, in spite of all our 
efforts with serum. Type II and type III pneumonia almost always had 


* From The if York Hospital and Department of Medicine, Cornell University Medical College, 
Presented November 4, 1943 before the Stated Meeting of The New York Academy of Medicine. 








74 THE BULLETIN 











The gross fatality rate now is less than 10 per cent, and that holds 
for type II and usually for type II pneumonia as well. The number of 
cases is greatly reduced. In a period of three years now we would not 
expect to follow the series of typical lobar pneumonias that formerly 
could be seen in a single winter. However, the greatest transformation 
of all is in the length and course of the disease in the individual case. 
Even in places like Bellevue Hospital, one now rarely sees the very sick 
pneumonia patient such as described by Osler, “. . . when the picture 
presented is more distinctive than that presented by any other acute 
disease. The patient lies often on the affected side; the face is flushed, 
particularly one or both cheeks; the breathing is hurried, accompanied 
often with a short expiratory grunt; the alae nasi dilate with each inspir- 
ation; herpes is usually present on the lips or nose; the eyes are bright, 
the pupils are often unequal, the expression is anxious, and there is a 
frequent short cough which makes the patient wince and hold his side. 
The expectoration is blood-tinged and extremely tenacious. The tem- 
perature may be 104° or 105°. The pulse is full and bounding and the 
pulse-respiration ratio much disturbed.” The later stage, of extreme 
abdominal distention, severe delirium or terminal circulatory collapse 
is observed even less frequently. Complications such as pneumococcal 
arthritis, severe hepatitis, multiple abscesses, and parotitis now are 
almost never seen. 

This change in pneumonia as a disease has come chiefly during the 
past five years, during which time there have been tremendous advances 
in its therapy. First came the advance from serum to sulfapyridine, then 
to sulfathiazole and sulfadiazine, and finally, tonight you will hear from 
your next speaker about the most recent and perhaps the most remark- 
able development, the use of penicillin. During the remainder of my 
presentation I shall outline for you present therapy of pneumonia, par- 
ticularly the use of the sulfonamides, and shall describe the results to be 
expected when the measures outlined are employed. 

The symptomatic and supportive treatment of pneumonia still 
should be emphasized, even though it has changed greatly from that 
formerly required. Attention must be given to the nursing details—a 
proper arrangement of the sickroom, bathing, fluid and food intake, 
elimination, sedation—all of which must be individualized. Usual recom- 
mendations are: absolute bed rest during the acute period of illness; 
fluids between 2,000 and 3,000 cc. for the average adult patient; a simple 
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nutritious diet with consideration of vitamin intake; the judicious use of 
cathartics and enemas, preventing constipation but at the same time 
avoiding unnecessary intestinal irritation or moving of the patient; and 
sedation that is neither overprescribed nor unkindly withheld. Oxygen 
occasionally has great value but now is desirable in only a small per- 
centage of the cases. Measures for the control of severe abdominal dis- 
tention such as pituitrin and the rectal tube and turpentine stupes are 
needed only infrequently. Adrenalin, strychnine, caffeine, camphor, 
coramine no longer carry the same significance in pneumonia therapy. 
These procedures, nevertheless, must not be forgotten or neglected, 
because when they are needed they are needed urgently and promptly. 
In addition, the value of glucose and saline infusions or hypodermocly- 
ses for the maintenance of the proper water and salt balance, and the 
use of 50 per cent glucose or sucrose intravenously for pulmonary 
edema always must be kept in mind. 

We shall proceed now from the general to the specific treatment 
of pneumonia, and first of all discuss the present value of antipneumo- 
coccal serum. At the time of the introduction of sulfapyridine in 1938, 
serum was being used widely in the treatment of pneumococcal pneu- 
monia. While many cases showed spectacular responses, there were 
many discouraging failures and the gross mortality in large series was 
not convincingly affected, although in some types a substantial reduc- 
tion in the mortality rate was achieved. At Bellevue Hospital we had 
used serum for many years; we strongly favored its use; and after our 
early experience with sulfapyridine we believed that a combination of 
serum and sulfonamide would probably be the treatment of choice. We 
thereupon commenced a statistical study to prove or disprove this point. 
At the conclusion of an alternate-case study* made over a period of two 
and a half years, we found no appreciable difference between the effects 
of sulfonamide alone and those following sulfonamide and serum. The 
mortality, duration of illness, and incidence of complications were the 
same in both groups. We concluded that serum had no role except in 
those patients who could not tolerate or did not respond within 24 to 
48 hours to the sulfonamide drugs. At the time, this was a bold conclu- 
sion and considerably criticized. But time has borne it out, and today 
serum has proven of value in only an occasional case. 

Pneumonia caused by a sulfonamide-resistant pneumococcus is oc- 
casionally encountered. Tillett® has reported two such cases, both of 
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Taste I 


SULFONAMIDE DRUGS USED IN PNEUMONIA 











Sulfanilamide (Prontylin) . ‘i ..| Ineffective. Should not be used. 
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Sodium Salts of all the sulfonamides.....}| Soluble; used for intravenous and other 
parenteral therapy. 














which responded promptly to serum after failures with sulfonamides. 
During the past year at The New York Hospital we discovered a resist- 
ant type [V pneumococcus pneumonia which was benefited by serum. 
These resistant infections are infrequent, but they present a positive 
indication for serum. In addition, there is the case, even more uncom- 
mon than the one with a resistant infection, in which there is a severe 
sulfonamide intolerance and in which the drug should not be given. 
Such cases occurred much more commonly with sulfapyridine than 
with the newer sulfonamides. It is reasonable to suspect that in the future 
sulfonamide-resistant infections and drug-sensitive individuals will play 
a much greater role in pneumonia; but I dare say that after hearing 
Tillett’s report, you will agree that when penicillin becomes generally 
available this drug and not serum will furnish the answer to this prob- 
lem. 

The sulfonamide drugs which have been used for pneumonia now 
form a very imposing list, but it can be divided readily into sulfonamides 
that should not be used in pneumonia, those that are most effective, and 
those that remain under investigation. It is most important, I believe, 
to emphasize that some of the drugs are comparatively inffective or too 
toxic for further use. 

Sulfanilamide, and prontosil and neoprontosil (which break down 
in the body to sulfanilamide) were the first sulfonamides to receive trial 
in pneumonia. However they were toxic and almost without clinical 
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effect in this disease, and today they have no place at all in its treat- 
ment. Next came sulfapyridine, which was effective but probably one 
of the most disagreeable drugs that man has ever had prescribed for him. 
Its taste was bland and chalky, but in almost every case it produced 
severe nausea and apathy, and persistent vomiting in more than half. 
| This was in addition to a relatively high incidence of the usual sulfona- 
mide toxic effects. It was a happy day for the pneumonia patient when 
sulfathiazole came on the scene, to be followed in a short time by sulf- 
adiazine.*:? These are the two drugs, together with their soluble sodium 
salts for parenteral injection, that should be used in lobar pneumonia at 
the present time. They are as effective as any of the other known sulf- 
onamides, and they produce a relatively low incidence of toxic reac- 
tions. Of the two, we favor sulfadiazine because we believe it to be less 
toxic, and the blood concentrations following its administration are 
more satisfactory. There remains room for argument over the choice 
between sulfathiazole and sulfadiazine, but in this country there is no 
longer excuse for the use of sulfanilamide or sulfapyridine in lobar 
pneumonia. 

Recently three new sulfonamides have been reported on—sulfapyra- 
zine,* sulfamerazine,” and sulfamethazine.”° Chemically, they are closely 
related to sulfadiazine. In sulfapyrazine the substituted heterocyclic ring 
is an isomer (same atoms differently arranged) of the pyrimidine ring 
of sulfadiazine. In sulfamerazine and sulfamethazine the structure of the 
ring is identical with that of sulfadiazine, but in the merazine one hydro- 
gen atom is replaced by a methyl (CHs) group, and in the methazine 
two hydrogen atoms are each replaced by a methyl group. Experi- 
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ments show that these three new drugs have about the same bacterio- 
static effect upon the pneumococcus as does sulfadiazine, and the clinical 
reports, although they include too few cases to be conclusive, indicate 
that the curative power is of about the same order. Pharmacologic stud- 
ies, however, reveal rather marked differences in these diazine deriva- 
tives. Sulfapyrazine is more slowly absorbed and excreted than are the 
other three. The drug is retained in the blood for a longer time and 
the average concentration in the blood after similar dosage is lower. 
Sulfamerazine, on the other hand, because of differences in absorption, 
excretion, and distribution gives much higher blood levels than do the 
others following a standard dosage. Sulfadiazine has an advantage over 
the others in its consistently low acetylation. Each of the other three 
shows in some instances a sufficiently high degree of acetylation with a 
corresponding decrease in the free and active portion for the treatment 
on this basis to become ineffective. Serious toxic reactions may occur 
also in these cases of high acetylation. 

Sulfadiazine, in our estimation, has a further advantage over the 
recently reported derivatives. All of these drugs, both in their free and 
acetylated forms, have low solubilities, and because of this, under some 
circumstances, are precipitated to an extent in the kidneys during excre- 
tion, thereby producing varying degrees of renal involvement. This 
reaction can be partially or entirely prevented by alkali therapy because 
these insoluble sulfonamide compounds show an increasing solubility 
with the rising pH within the physiological pH range of urine. This 
solubility curve for acetylsulfadiazine appears to us to be more favor- 
able than that of the other acetyl compounds of the currently investi- 
gated sulfonamides. 

This leads me to a discussion of the toxic reactions following the 
sulfonamides. At The New York Hospital we have had a particularly 
large experience with sulfadiazine in the treatment of a variety of infec- 
tions. Recently Charles Wheeler and I"* analyzed the records and tabu- 
lated the toxic reactions that occurred in 1357 hospital patients treated 
with sulfadiazine and/or sodium sulfadiazine. In the entire group there 
was one fatal reaction, a case of thrombocytopenic purpura. One hun- 
dred and twenty-one, or 8.9 per cent, of the 1357 cases showed toxic 
manifestations. The corollary of this—that 1236, or 91 per cent, had no 
recognized evidence of toxicity—is a much more encouraging method 
of presenting these figures. Renal irritation was the most common 
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TOXIC REACTIONS AFTER SULFADIAZINE THERAPY—1357 CASES* 
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Arthralgia : cael et 1 

Total patients with reactions............ a 8.9% 














* From Plummer and Wheeler.™ 
+ Fatal reaction. 


reaction, occurring in 63, or 4.6 per cent, of the cases. Drug rash 
occurred in 1.8 per cent of the patients, and this is a very low incidence 
as compared with that reported after sulfathiazole and sulfanilamide. 
Leukopenia, in no case severe, was detected in 15 instances. Agranu- 
locytosis or hemolytic anemia did not occur in the series. Drug fever 
alone developed in only 4 patients, and although fever was present 
also in most of the patients who had toxic rashes, this again was of 
rare occurrence as compared with that following the use of other 
sulfonamides. In the patients who had previous sulfonamide therapy, a 
slight increase in reactions was observed, although this was not nearly 
so great as might be expected from recent reports on sulfonamide sen- 
sitization. Following intravenous administration of sodium sulfadiazine, 
the total incidence of reactions was higher because of a doubling in 
the number of renal reactions. 
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It is evident from our analysis that sulfadiazine produces less tox- 
icity than do any of the other sulfonamides that have been extensively 
used, but that the renal reaction has offered a serious and relatively 
frequent consequence of its use. Fortunately, by the use of proper adju- 
vant alkali therapy we have found the means of preventing this com- 
plication."* This type of renal reaction was first discovered following 
the use of sulfapyridine; it occurred with sulfathiazole, and is now 
known to follow sulfadiazine as well as each of the three new deriva- 
tives. If no alkali therapy is used, following the use of all of the sulfona- 
mides, except sulfanilamide, a proportion of the urines show sulfona- 
mide crystals. These are almost always the acetyl compounds, except 
after intravenous treatment when either the free and/or acetylated 
forms are commonly found. Furthermore, concretions and crystals 
which have been recovered directly from the kidney at postmortem 
examination have been found on chemical analysis to be largely acetyl 
sulfonamide. Because theoretically it seemed to us that the deposition 
of crystals in the kidneys and the resulting reactions were largely de- 
pendent upon the extent to which they dissolved in the urine, we were 
led to ascertain accurately the solubility of each drug at pH levels 
throughout the physiological range of urine. This investigation un- 
doubtedly would have been carried out earlier had it not been demon- 
strated clinically that alkalinization of the urine was of no value in 
preventing the renal complications of sulfapyridine. 

When the solubility figures of the various sulfonamides and their 
acetyl derivatives are examined,” the explanation for the failure of alkali 
to prevent sulfapyridine reactions is evident. It is also readily seen that 
the sulfapyridine curves are much different from those of the other 
sulfonamides. Both the free and combined sulfapyridine have approxi- 
mately the same solubility at pH 7.5 as at pH 5.5. Sulfathiazole shows 
an increasing solubility, and acetylsulfathiazole is four times as soluble 
in an alkaline urine as in an acid one. However, this is a particularly 
insoluble compound, and at pH 7.5 it reaches only 28 mg. per cent. 
Acetylsulfadiazine rises from 20 mg. per cent solubility at pH 5.5 to 
512 mg. per cent at pH 7.5, and this we believe explains the excellent 
prophylactic results obtained when sulfadiazine is accompanied by ad- 
juvant alkali therapy. It is to be noted that sulfamerazine, sulfametha- 
zine, and sulfapyrazine, and all of their acetyl compounds are more sol- 
uble at the higher pH levels, suggesting that alkalis should be adminis- 
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SOLUBILITIES IN MILLIGRAMS PER CENT OF VARIOUS SULFONAMIDES 
AND THEIR N,-ACETYL DERIVATIVES AT DIFFERENT pH LEVELS* 








pH Levels 
Compound 5.5 6.5 





Sulfapyridine 61 
Acetylsulfapyridine . 34 


Sulfathiazole ....... § 108 
Acetylsulfathiazole 9 


Sulfadiazine i 28 
Acetylsulfadiazine 15 


Sulfamerazine ...... : 45 
Acetylsulfamerazine 57 


Sulfamethazine . , 76 
Acetylsulfamethazine 


Sulfapyrazine 
Acetylsulfapyrazine 











* From Gilligan et al. 


tered with each of these drugs. At a pH of 7.5, acetylsulfadiazine is the 
most soluble of the acety! derivatives. From this it can be reasoned that, 
if the urine is kept alkaline, sulfadiazine is the safest drug; on the other 
hand, in acid urine acetylsulfamethazine is the most soluble, but this 
advantage is probably offset by the greater acetylation following the 
use of sulfamethazine. 

Clinical studies’ that followed our chemical determinations have 
shown that crystalluria and evidences of renal damage or urinary-tract 
obstruction are not encountered after the usual dosage of sulfadiazine 
or sodium sulfadiazine when the urine is maintained neutral or alkaline 
during treatment. The urine in patients receiving sulfadiazine but no 
alkali is almost always acid and we have found that about 15 gm. of 
sodium bicarbonate daily is required to produce the desired alkalinity. 
We have also found that this amount of alkali can be administered with- 
out evidence of alkalosis. At the present time, with sodium sulfadiazine 
we are using sixth molar sodium lactate solution, about 1,000 cc. daily. 
While it is evident from the solubility curves that alkali therapy is also 
indicated when sulfathiazole is used, whether crystalluria and renal com- 
plications can again be completely prevented has not been ascertained. 
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Because of the low solubility of acetylsulfathiazole throughout the pH 
range of urine, one would predict that it would not be possible to 
prevent the precipitation of crystals. In the past with sulfonamide ther- 
apy, attempts have been made to prevent the renal reactions by giving 
a high fluid intake. Undoubtedly this has been partially successful, but 
the inefficacy of this method as compared with alkalinization can be 
emphasized by pointing out that increasing the fluid intake twofold can 
only double the amount of acetylsulfadiazine dissolved, whereas raising 
the urine pH from 5.5 to 7.5 will increase its solubility more than 25 
times. 

I have already indicated that in the sulfonamide treatment of pneu- 
monia, sulfadiazine and possibly sulfathiazole are the drugs to use and 
that alkalis should always accompany them and that this should not be 10 
grains every 4 hours, but an amount that will ensure a neutral or alka- 
line urine. There is one other phase of sulfonamide therapy that I wish 
to discuss, and that is dosage of drug. I believe it has been conclusively 
demonstrated that the incidence of toxic reactions from the sulfona- 
mides is directly proportionate to the size of the daily dosage and to the 
duration of treatment.’’ On the other hand, although there is evidence 
from animal studies that the protective power of the sulfonamides rises 
until the concentration reaches 3 to 4 mg. per cent, there is little evi- 
dence, experimental or clinical, that higher concentrations have greater 
value. Furthermore, the response to the sulfonamides in almost all cases 
is rapid and not slow and drawn out. Even in such resistant conditions 
as subacute bacterial endocarditis, in our experience when we have had 
success it has been with a relatively low dosage of drug and improve- 
ment has occurred in a short time. 

Dowling and his coworkers recently reported the treatment of 
alternate pneumonias with a daily dosage of 3.0 and 6.0 grams of sulfa- 
diazine. They found no increase in the mortality or complications when 
the smaller dosage was used, but the recovery of the patients was not 
so rapid. Their findings and a somewhat similar experience of our own 
suggests to us that 3.0 gm. of sulfadiazine daily to an adult patient is 
near the minimal effective dose, and that a slightly higher one is prefer- 
able. We have had experience with daily dosages of both 4 and 5 grams 
and have no reason to believe that the patients did not respond as well 
as they did with the higher amounts. My own recommendation has been 
1.0 gram every 4 hours, cutting the 4 a.m. or another of the night treat- 
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ments. The duration of treatment naturally varies with a number of 
circumstances, but to continue the drug for 48 to 72 hours after the 
temperature has reached normal is being conservative enough. One of 
the chief mistakes that we have observed has been the continuation of 
sulfonamide therapy for long periods when there has been no sign of 
a response. Particularly is this seen in cases of primary atypical pneu- 
monia. To be sure, frequently a trial with sulfonamides is indicated 
when the diagnosis is not definite, but 48 to 72 hours is sufficient for this 
trial period, and to continue it longer gives too large a chance for a 
severe toxic reaction that could be avoided. Previously | mentioned the 
greater hazard of intravenous sodium sulfadiazine, and because of this 
we are limiting its use to the few patients who cannot take sulfadiazine 
orally and the occasional critical case where it is imperative to establish 
a blood concentration immediately. 

When Bullowa,"* who has been such a great leader in pneumonia in- 
vestigation, wrote his book on this disease a number of years ago, he 
indicated by its title that the proper and modern care was management, 
not just treatment. There are many important details in the care of the 
pneumonia patient not strictly therapeutic, but diagnostic, upon which 
correct therapy, however, is based. I should like briefly to outline these 
guides by which the correct diagnosis is established, and by which the 
development of complications and toxic reactions is promptly recog- 
nized. It should be pointed out that at least 85 per cent of the patients 
having pneumococcus pneumonia will recover satisfactorily if they are 
put to bed and given adequate sulfonamide treatment. Undoubtedly 
the most important reason today for the apparently low incidence of 
pneumonia is that many patients receive the sulfonamides in the very 
early stages of the disease, in some cases before the secondary infection 
following a cold has progressed to the stage of pneumonia, and the 
true nature of the infection is never known. This type of therapy is, of 
course, all to the good, and no longer can a physician be criticized for 
treating such a case without knowing the result of sputum typing and 
blood culture study. These patients need very little laboratory work- 
up. A blood count, at least a carefully examined blood smear, and a 
urine analysis should always be made at the time that the sulfonamides 
are commenced. This small amount of laboratory work will usually 
suffice in these cases of questionable and aborted pneumonia. 

Beyond these cases are those not recognized until they have the 
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GUIDES TO TREATMENT 








. Careful daily observation of signs and symptoms, including gross inspection of urine. 
. Blood counts. 

. Urine analyses. 

. Sputum typing and blood culture study. 

. Blood chemistry. Blood level of drug. 
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frank disease together with those that develop complications, resistant 
infections, and toxic reactions. These pneumonias represent so-called 
medical emergencies; they require the closest attention with many la- 
boratory check-ups, and they usually are much better off in the hos- 
pital. The most serious error today is to put too much confidence in the 
sulfonamides and, because of this, to overlook the occurrence of com- 
plications, sulfonamide resistance, or toxic reactions until it is too late. 

The important guides to remember are the following: 

1. Careful daily observation of signs and symptoms, including gross 
inspection of the urine. This is important, and if carried out carefully 
and conscientiously it is rare that a complication will be overlooked. 

2. Blood counts. The recommendation of a blood count at the 
start of therapy has already been made. In addition to its value in 
recognizing complications and toxic reactions, it is a particular aid in 
differentiating between lobar and atypical pneumonia. 

3. Urine analysis. This should be done when the sulfonamides are 
started because cases of renal disease require special consideration. The 
determination of the pH of the urine is the check on alkali therapy 
and should always be made when the sulfonamides are being admin- 
istered. 

4. Sputum typing and blood culture. These tests should be car- 
ried out in any patient who when first seen has respiratory symptoms 
and is critically ill. In addition, they should be made in patients not 
improving at the end of 24 hours of sulfonamide therapy. It is a mis- 
taken notion that pneumococcal typing cannot be done after sulfona- 
mides have been used. When sulfonamide resistance is suspected, the 
bacteriological study should include also a test of the organism isolated 
for drug sensitivity. 
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5. Blood chemistry. Blood level of drug. Whenever kidney disease 
is suspected, blood-chemistry determinations as an index of renal func- 
tion should be made at the start of sulfonamide therapy and repeated 
as indicated. The blood level of drug should be ascertained whenever 
the response is not satisfactory or there is evidence of toxicity and 
again should be repeated, depending upon the indications. 

Finally, I shall give you a base-line for comparison with what your 
next speaker will tell you about penicillin, by briefly summarizing the 
results in lobar pneumonia which can be expected following correct 
management and prompt and adequate use of the sulfonamides. The 
recovery rate will be high, with a miraculous response in a few of the 
cases that already have the most serious complications such as terminal 
septicemia or meningitis, or have advanced almost to a moribund state. 
Most of the fatalities will occur either in these cases of advanced disease 
or in those with serious associated systemic disease. The course in the 
uncomplicated case will be short, usually with the temperature normal 
in 24 to 48 hours after commencement of specific therapy. Complica- 
tions following early therapy will be rare. Sulfonamide-resistant in- 
fections will be encountered in about 2 to 3 per cent of the cases. 
Toxic reactions, if sulfadiazine in proper dosage and adjuvant alkali 
therapy are used, will occur in less than 5 per cent of the cases. 
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THE MODERN TREATMENT 
OF PEPTIC ULCER* 


ASHER WINKELSTEIN 


Associate Physician, The Mount Sinai Hospital 


INTRODUCTION 


a COMPREHENSIVE discussion of the modern medical and 
4] surgical therapy of peptic ulcer in the allotted time is 
A i indeed a formidable task. An attempt will be made, 

therefore, to present this large and complex subject in a 
mesesesesesesa’ concise but critical fashion. The opinions expressed here 
tonight are the result of 20 years of concentrated experience with pep- 
tic ulcer patients. 





Basic CoNSIDERATIONS 


A number of basic considerations in this field are enumerated. 
(Table I). 

A brief review of the more important modern ulcer therapies will 
now be presented. Table II reveals in outline form most of the modern 
therapies for peptic ulcer. Obviously, it will be impractical to discuss 
each one. I shall however, make a few critical remarks about the more 
important modern ulcer therapies. 

The Einhorn Treatment. This treatment consists of tube feedings 
into the duodenum aimed to lessen mechanical irritation of the ulcer. 
This is accomplished but unfortunately it is very stimulating to acid 
secretion. Today it is generally considered unphysiologic and is there- 
fore used very little. 

Henning Therapy. Henning passed the thin tube deep into the 
jejunum. He claimed that intrajejunal feeding does not stimulate gas- 
tric secretion but will prevent trauma of the ulcer. However, we have 
found that it does not stop the continuous nervous hyper-secretion. 
Also, it causes in many cases uncontrollable diarrheas. For these rea- 
sons, it has not become popular. 





* Read October 13, 1943 in the Sixteenth Graduate Fortnight of The New York Academy of Medicine. 
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Tasre I 








. The etiology of peptic ulcer is as yet unknown 


Ulcer is probably not a unitary disease etiologically 


The psychosomatic and “constitutional” theories are prominent today as ultimate 
causes 


. The immediate mechanism is acid (or acid-pepsin) acting on susceptible mucosal 


sites 


. Therefore, general and local therapeutic attacks are both desirable 


The pathological state of the individual ulcer and the gastric mucosa is of greatest 
importance in therapy 


The acute ulcer is a medical disease 


. The acute ulcer has the best chance of complete and permanent cure 


. The chronic uncomplicated ulcer is also a medical disease 


It is characterized by spontaneous remissions 


. There are two main types of ulcer life-cycles: Type 7. Long histories with 


short remissions; Type J/. Long histories with long remissions 
Type J is rarely cured medically 
Medical cures are also rare in: 
(a) hour-glass stomachs 
(b) progressive deep penetrations 
(c) organic pyloric obstructions, and 
(d) duodenal pseudo-diverticula 
Ulcer symptoms are easily influenced (hence a variety of therapies has arisen) 
Loss of symptoms with any of these does not necessarily constitute cure 
Uleer life-cycles must be interpreted in relation to individual sensitivity 
Chronic ulcers without symptoms (“latent”) are common 
Chronic peptic ulcer is a lifelong disease 
Ulcer in the female is milder, less frequent, less complicated and more easily cured 


Duodenal ulcer niches are always benign 


21. Gastric ulcer niches should be considered malignant until proved benign 


I agree with Arthur F. Chace, who said in his gastrointestinal Fortnight Lecture 
in 1934: “Recurrences are the central problem in ulcers and are often due to a 
failure to persist in ulcer therapy for long periods, if not for a lifetime.” 


Remediable causes of recurrences are dietetic, emotional, alcohol, tobacco and 
fatigue 
Non-preventable causes of recurrence are spontaneous, seasonal, infectious, and 


the menopause 


Only a small per cent of ulcers are cured medically; a fair per cent go through 
life with mild symptoms; the remainder (25 per cent?) are refractory and require 
intensive therapy either medical or surgical. 
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Tasre II 








1. Dietetic THERAPIES 

a. Lenhartz-Leube 

b. High protein 

c. High vitamin 

d. Sauerbruch-Hermannsdorfer 
2. Dericrency THERAPIES 

a. High protein and histidin 

b. Vitamins (C) 

ce. Parathyroid extract 


3. Prorective By-Passinc or THE STOMACH 
a. Einhorn therapy 
b. Henning-Bockus intrajejunal feeding 


4. Acmw NEUTRALIZATION THERAPIES 
a. Absorbable alkalies 
b. Sippy “cure” 
c. Non-absorbable alkalies 


PARENTERAL ForEIGN Protein THERAPY 
RADIOTHERAPY 
INSULIN 


PsyYCHOTHERAPY 


Sernee 


. ATROPINE 
10. Mucin 


11. Liver Exrracr 








The Sippy Cure. The Sippy “neutralization cure” is based on fre- 
quent hourly feedings to adsorb and dilute the acid and on the intake 
of large doses of absorbable alkalies to neutralize the gastric acidity. 
There is admittedly often a rapid loss of symptoms, but, as already 
pointed out, that does not necessarily mean healing. The bad features 
of the Sippy therapy are (1) the huge amounts of absorbable alkali 
employed and (2) bodily alkalosis as a result with many untoward 
symptoms; (3) it does not accomplish a neutralization to the desired 
end-point between the meals (Palmer, Hurst, Winkelstein); (4) it does 
not control the nocturnal hypersecretion of ulcer patients; (5) it re- 
quires hospital or home confinement; (6) the diet is increased too grad- 
ually for adequate tissue nutrition; (7) recurrences are the rule; (8) 
finally, there is no proof that the Sippy treatment produces quicker 
healing or even longer remissions than other more convenient therapies. 
In my opinion, the widespread use of this therapy is not justified, 
either theoretically or practically. 
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Non-absorbable Alkalies. Non-absorbable alkali therapy using 
chiefly the alumina gels (aluminum hydroxide and phosphate) mark an 
advance in ulcer therapy. They neutralize large amounts of acid with- 
out inducing a bodily alkalosis. The astringent and pepsin-absorbing 
features are also of value. Despite the inconvenient liquid form and the 
constipating action, the clinical evidence favors their use. 

Parenteral Foreign Protein Therapy. Parenteral foreign protein ther- 
apy using milk, lipo-vaccines, activin, synodal, larostidin, or pepsin, 
do relieve pain in a small per cent of refractory cases. Theoretically 
this therapy is used to combat infection or to induce a beneficial local 
hyperemic effect on the lesion. It is highly probable that the effect is 
largely psychologic since E. Granet in our clinic obtained an equally 
good effect from sterile saline injections. In my opinion this form of 
therapy should be dropped. 

Psychotherapy. The proponents of psychotherapy present the fol- 
lowing arguments: (1) ulcer patients are profoundly neurotic; (2) 
emotional disturbances frequently precipitate recurrences; (3) psychic 
improvement helps ulcer patients; (4) the evocation of the neurotic dis- 
turbance in the consciousness induces a gastric hypersecretion and vas- 
cular spasm; (5) in periods of stress and strain, as in World War II, 
ulcer incidence increases markedly. 

While there is today a general tendency to regard and treat young 
adult ulcer patients as neuroses, certain considerations arise: 

1. Why, if ulcer is a neurosis, is it predominantly a male disease? 

2. A specific type of neurosis affecting only or preferentially the 
stomach has not yet been described. 

3. Control series for psychotherapy versus drug-diet therapy and 
for the psycho-physiologic experiments are desirable. 

Finally, while it does seem probable that peptic ulcer is very often 
a psychosomatic disease it is well to bear in mind that peptic ulcer may 
not be a unitary disease and may even require a constellation of factors 
to produce it. 

Atropine Therapy. Atropine or belladonna therapy is of great value. 
It inhibits the characteristically excessive vagus nerve secretion and 
lessens the excessive motor activities. Its effect is enhanced by the con- 
comitant use of sedatives. Given before meals, both secretory and motor 
factors are lessened. In my opinion, atropine is, theoretically and prac- 
tically, an essential part of any ulcer therapy. 
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Mucin Therapy. A modern ulcer therapy that attracted a great deal 
of attention—at least for a time—was the mucin therapy. It was based 
on the deficiency idea plus mechanical protection, acid neutralization, 
and pepsin adsorption. Unfortunately, the commercial products, ob- 
tained from the hog’s stomach, apparently contained powerful secre- 
tagogues. In view of this, its disagreeable taste, and lack of clinical 
evidence to support it, this type of therapy soon fell into disrepute. 
However, the fundamental idea that increased mucus produced locally 
would be of value in the treatment of peptic ulcer is plausible. Methods 
of stimulating gastric mucus should be sought. The problem of mucus 
deficiency is also well worth studying. 

Erosive antrum gastritis and duodenitis. In view of the fact that 
erosive antrum gastritis and duodenitis is so commonly associated with 
peptic ulcer, part of our therapy should be directed against it. In my 
personal experience, liver extract injections are of real value in this 
connection. In analogy to its effect on the so-called “gastritis” of per- 
nicious anemia, liver extract may act by containing some substance 
which helps to preserve and restore the integrity of the gastric mucosa. 

I shall now summarize what I consider the best medical therapy to 
date: 

1. A liberal bland “ulcer” diet with increased protein and vitamin 
intake. 

2. Atropine or belladonna plus phenobarbital a.c. 

3. Alumina gels. p.c. 

4. A hot saline laxative on arising and mineral oil at night. 

5. In-bed therapy for three or four weeks. 

6. Psychotherapy. 

The adjuvants of value are: 

1. Moist heat to the abdomen. 

2. Liver extract injections. 

3. Gastric lavage. 


Part III 


Despite the good features just pointed out, there has arisen a general 
dissatisfaction with the conventional modern ulcer therapies for the 
following reasons: 

1. Most of them temporarily relieve the symptoms but do not cure 
the ulcer, or rather, the “ulcer patient” permanently. 
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2. They are inconvenient, for example, the hourly feedings of the 
Sippy treatment. 

3- They do not neutralize the interdigestive and night acid secre- 
tion. 

4. Recurrences are the rule and complications often set in. 

5. The economical loss is great. 

What, then, we may ask, constitutes an adequate or ideal ulcer 
therapy? An adequate ulcer therapy should: 

1. Neutralize the free acidity between the meals and during the 
night (to stop symptoms and promote healing). 

2. Allay excessive motor activities (to stop vascular spasm, pyloro- 
spasm and mechanical injury). 

3- Result in an optimum motility (without gastric retention and 
yet no dumping action in the duodenum). 

4. Attack distant and reflex harmful states such as neuroses, infec- 
tions, allergies, constipation, and other organic diseases. 

Obviously, none of the ulcer therapies described to this point ful- 
fills the criteria of an “adequate ulcer therapy.” 


Part IV 


In 1931, I developed in The Mount Sinai Hospital a new therapy 
which seemed more logical and offered promise of better results in the 
medical therapy of peptic ulcer. That treatment may be briefly defined 
and described as a “local intubation ulcer therapy based on the principle 
of a continuous, adequate, intragastric neutralization of the free hydro- 
chloric acid between the meals and during the night by a milk-soda 
drip.” 

The idea of using a drip therapy between the meals and during the 
night arose as a result of the following considerations: 

1. The Sippy therapy fails to control the acidity during the day. 

2. There is a very marked hyperchlorhydria and hypersecretion 
during the night in ulcer patients. 

3. This nocturnal acid secretion is very high despite Sippy therapy 
during the day. 

4. Also, the high nocturnal secretion persists despite various meas- 
ures before retiring such as complete aspiration, alkalies, olive oil, atro- 
pine and sedatives. 

5. The Sippy therapy frequently fails to control the night symp- 
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toms of ulcer patients. 

6. F inally, if, as is generally held, the sine qua non of ulcer healing 
is a continuous achlorhydria, it is folly to try to control the acid during 
the day and not during the night. 

Certain basic physiologic studies have been carried out in patients 
in collaboration with Cornell and Hollander, which demonstrate the 
efficacy of the interdigestive and night drip in controlling the gastric 
acidity. A summary of our studies reveals the following: 

1. The curves of gastric acidity in duodenal ulcer patients between 
the meals and during the night average a pH of 1.2 to 1.3 or about 60 
to 8o clinical units. 

2. Milk-soda mixture and its modification, using diluted alumina 
gels (diluted in water or milk) dripped into the stomach establish 
a pH or 3.5 to 4 between the meals and during the night. At this point, 
there is an essential absence of free hydrochlene acid and an almost 
complete absence of peptic digestion. Thus, with our therapy, we attain 
the ideal gastric milieux for healing. 

During ten years of experience with the drip therapy, certain prac- 
tical _* have arisen: 

. The apparatus is simple ond i inexpensive. 
. The technique is quickly learned so that nearly all the patients 
can prewribes it to themselves at home during the night. 

3. Ulcer patients do not find it a drastic or difficult method since 
most of them are “tube broken.” 

4. Mild cases treat themselves only during the night. 

5. Moderate and severe cases employ it between the meals and 
during the night. 

6. Continuous 24 hour drip therapy is rarely necessary. 

7. Three liberal bland “ulcer” meals with atropine plus phenobarbi- 
tal a.c. and an aluminum gel p. c., plus the interdigestive drip permits 
maximum tissue nutrition and provides an optimal neutralization. 

8. It may be used for long periods of time at home during the night 
and thus the patient undergoes an ideal ulcer cure while sleeping and, 
also, without interference with his daily earning capacity. 

g. Milk-soda drip and alumina gel drips are not rivals but are com- 
plementary. The alumina gels, for example, are of great value when 
milk sensitiveness exists or bodily alkalosis threatens. 

The question next arises as to how efficient the drip therapy is in 
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the actual treatment of ulcer patients. 1 have been impressed, in an 
experience with several hundred patients, by the following: 

i. There is a rapid loss of symptoms, usually within a few hours. 

2. Ulcer niches heal rapidly; huge gastric ulcer craters have disap- 
peared in 19 days. 

3. We have seen very long remissions after this form of therapy. 

4. It is definitely the best method of controlling the distressing 
night symptoms of ulcer. 

5. It works frequently when the conventional Sippy therapy fails. 
We are reporting separately, in detail, a series of 60 ulcer patients who 
were refractory to Sippy but responded to the drip therapy. 

6. It has, therefore, helped to avoid surgical therapy in a consider- 
able number of cases. 

Finally, what may we conclude concerning the intragastric drip 
therapy? After ten years’ experience we are convinced that: 

1. It is based on the logical principle of continuous neutralization. 

2. It is practical. 

3. The results are better than with previous ulcer therapies and 
justify it as a “new” ulcer therapy. 

4. The Sippy therapy, now the most widely used therapy for un- 
complicated peptic ulcer, should be discarded in its favor whenever 
practical. 

5. Every patient with uncomplicated ulcer should learn and use this 
therapy. 

6. An extensive trial of it should be made not only in civilian but 
also in military life. 

7. In the present World War, peptic ulcer looms large as a cause 
of medical disability. 

8..In the previous World War the “nervous heart” or so called 
neuro-circulatory asthenia (“n.c.a.”) was the important medical dis- 
ease; whereas in this conflict it seems to be peptic ulcer. The reason for 
this is conjectural. Whether it is the diet; whether it is the terrific, smol- 
dering resentment against Nazi atrocities as yet unrelieved by actual 
combat; whether it is tension as a result of ambition, discipline, or fear; 
whether it is a lighting up of a previous ulcer; or, whether it is a separa- 
tion from a comforting and supporting home environment; cannot as 
yet be decided. In any case, it is my personal experience that any young 
man who has or has had a definite peptic ulcer or even characteristic 





The Modern Treatment of Peptic Ulcer 95 








ulcer symptoms will, under military conditions, suffer from a recur- 
rence of his symptoms. It is then a question as to whether a military dis- 
charge is imperative. We would like to suggest that men who are of 
special value to the service, such as officers, administrators, pilots, etc. 
should be treated thoroughly in the military hospitals in an effort to 
obtain a long remission. 

The use of an intensive therapy like the drip treatment at night in 
military hospitals for several weeks probably would, in our opinion, 
restore many useful men to active military duty. 

It should be emphasized that draft boards should definitely not 
accept for military service men with proved peptic ulcer, past or 
present. 

9. A final point may be made before leaving the subject of the drip 
therapy. While we feel that the drip therapy is a definite advance in 
the medical therapy of ulcer, no claim is made for this therapy as a 
complete, general therapy of the ulcer disease in the ulcer individual. 
That ideal therapy must await the final discovery of the true etiology 
of ulcer. 

10. Additional concomitant therapeutic measures are therefore de- 


sirable and necessary, viz: psychotherapy, rest, vacations, and removal of 
toxic and reflex foci of irritation. 


Part V. SurcicaAL THERAPY 


No discussion of the modern therapy of peptic ulcer would be 
complete without a consideration of some aspects of the modern surgi- 
cal therapy. A few basic considerations will be mentioned first. 

1. Ulcer per se is not a surgical disease. 

2. Neither a long history nor a large crater is an indication for 
surgery. 

3- A Roentgen-invisible ulcer is not a surgical ulcer. 

4. However, the following situations are indications for surgery 
and should be strictly heeded by the practitioner. 

a. Open, sealed-off, or threatened perforation. 

b. Pyloric obstruction, hour-glass stomach, and duodenal 
pseudo-diverticula. 

c. Progressive penetration. 

d. Repeated massive hemorrhages in the interval stage. 

e. A combination of a long history, short remissions and refrac- 
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toriness to adequate medical therapy (especially drip therapy). 

f. Suspicion of malignancy. Every gastric niche should be con- 
sidered malignant until proved benign. A niche which enlarges while 
on adequate medical therapy is suspicious. Very large niches suggest 
neoplasm. However, very small niches may also be ulcerated car- 
cinomas. Progressive anemia, asthenia, constant occult blood, and 
loss of free acid are all suggestive. Gastroscopy may help. The car- 
cinomatous degeneration of a benign ulcer is rare. However, the 
differential diagnosis of a benign ulcer from an ulcerated carcino- 
ma may be extremely difficult. A new diagnostic method, perhaps 
chemical, is sorely needed here. . 

With reference to the type of surgical therapy for peptic ulcer. I 
have arrived at the following conclusions: 

1. An ideal surgical therapy removes the ulcer; removes the associ- 
ated gastritis; removes the ulcer-bearing area; abolishes the free acid; 
gives an optimum motility; and, finally, and, most important, prevents 
recurrences. 

2. Gastroenterostomy fails in most of these basic requirements and, 
especially because of the terrifically high incidence of recurrent jejunal 
ulcers, should be given up whenever practical. 

3. After considerable resistance, the time-honored procedure of 
gastroenterostomy is being given up and partial gastrectomy is today 
the operation of choice. 

4. The mortality of partial gastrectomy in experienced hands is not 
too high (2.5 to 3 per cent). 

5. After partial gastrectomy, there is a postoperative achlorhydria 
in practically 100 per cent of gastric ulcers at the angle and in 55 per 
cent of the duodenal ulcers. 

6. Such a postoperative achlorhydria is a guarantee, in our experi- 
ence, against a recurrent ulcer. 

7. Partial gastrectomy is, therefore, a permanent cure for angle 
gastric ulcers; partial gastrectomy is also a cure fot 55 per cent of 
duodenal ulcers. 

8. Recurrent jejunal ulcers are not rare after partial gastrectomy 
for duodenal ulcer with a high preoperative free acidity and with re- 
tained postoperative free acidity. 

9. However, even here, the incidence of recurrence is only one 
third of the incidence after gastroenterostomy. 








The Modern Treatment of Peptic Ulcer 97 




















The greatest problem in the surgery of peptic ulcer today is to pre- 
vent these recurrences after partial gastrectomy for duodenal ulcer. 
While it seems quite true that there exists a group of ulcer patients who 
seem to be incurable surgically, we have felt that if it were possible to 
obtain a postoperative achlorhydria in all of the duodenal ulcer pati- 
ents we could avoid a recurrence. 

I have therefore directed my attention to the problem of the per- 
sistent free acidity after partial gastrectomy in 45 per cent of the duo- 
denal ulcer patients. This acidity is presumably responsible for the re- 
current ulcers. My studies indicate the following: 

1. The high acidity in this group of duodenal ulcers is due to an 
excessive vagus nerve phase of gastric secretion. 

2. Atropine abolishes this postoperative secretion. 

3. Therefore, for these two reasons, the addition of vagus nerve 
section suggested itself. 

4. Anterior subphrenic vagotomy is a simple, harmless procedure 
and theoretically abolishes one-half of the vagal secretion. 

5. This, plus antrumectomy, jejunal regurgitation, and postopera- 
tive gastritis is sufficient to produce a postoperative achlorhydria in most 
of the cases. 

6. This easy procedure has been carried out by Berg in thirty-four 
patients with duodenal ulcer with a very high preoperative acidity. 

7. Twenty-six of the thirty-four patients revealed a postoperative 
achlorhydria. These patients have been followed for five to ten years 
and no recurrences have been noted. 

8. Since recurrent jejunal ulcer occurs most frequently in the group 
of duodenal ulcers with a high preoperative acidity, the addition of the 
vagotomy to the partial gastrectomy, leading to achlorhydria in most 
cases, seems to be a valuable addition to the surgical therapy of peptic 
ulcer and is strongly advocated as a result of my experience. 


CoNCLUSION 


In conclusion, a few hints about the possible future therapy of pep- 
tic ulcer may not be amiss. If ulcer is really a neurosis, psychotherapy 
should engage our attention closely. In the local therapy, methods of 
instituting a harmless, chronic achlorhydria by simple medical means 
should be sought for by our research fellows. Whether gastric mucus 
or enterogastrone will be a panacea is conjectural. A group of meno- 
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pause ulcer cases relieved by estrogen therapy indicates a ductless 
glandular factor at least in one group of ulcer patients. Intrajejunal 
feeding plus interdigestive intragastric drip should be studied as a novel 
but logical cure in this connection. 

Finally, a few words about ulcer prophylaxis are indicated. Experi- 
ence shows that the shorter the ulcer history the more chance there is 
of a complete and permanent anatomic and clinical cure. 

It is therefore the duty of the general practitioners to recognize the 
disease early and to treat it at that period most intensively. The analogy 
to incipient pulmonary tuberculosis is obvious. Hence my plea for the 
more rigorous drip therapy even in the earliest and mildest cases. Per- 
haps we would then achieve a more gratifying result with medical 
therapy. 

Chronic peptic ulcer of years’ duration is usually an incurable, recur- 
rent and often disabling disease. Such patients require a radical revision 
of their entire life programs and continuous general and local ulcer 
therapy as broadly outlined here tonight. 
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DIGESTIVE TRACT DISTURBANCES IN 
RELATION TO RECTAL AND 
ANAL CONDITIONS * 


Harvey B. SToNnE 


Associate Professor of Surgery Johns Hopkins University, School of Medicine 


o SNASMUCH as this symposium is concerned with disturb- 
ance of the alimentary tract, we shall omit certain condi- 
tions, such as pilonidal sinus and pruritis ani, that have 
little or no relation to digestive functions. On the other 

rt a hand, emphasis will be placed on digestive disturbances 

that may cause rectal and anal conditions, and conversely lesions in this 
group that may give rise to digestive symptoms. Frequently the recip- 
rocal relationship is such that it is difficult to say what is cause and what 
is effect. For instance, consider the question of constipation as concerns 
rectal lesions. There is a widespread belief that constipation is one of 
the factors that may cause hemorrhoids, fissure, and at times abscess and 
fistula, and undoubtedly there is considerable truth in this belief. Hem- 
orrhoids may be caused by various conditions, such as pregnancy, pelvic 
tumors, cirrhosis of the liver, that produce stasis and congestion in the 
hemorrhoidal plexus of veins. Among these conditions chronic consti- 
pation with straining at stool certainly finds a place, yet it is true that 
many patients with well developed hemorrhoids give no history of con- 
stipation. Injury to the rectal and anal structures from the passage of 

hard stool is probably the commonest cause of fissure in ano, and is a 

occasional cause of perirectal abscess and fistula. The advanced form of 

constipation that results in fecal impaction gives rise to rectal pressure, 
tenesmus and a hard mass that may be mistaken for carcinoma. 

The reverse relation may be illustrated best by fissure in ano. The 
severe pain of fissure, with associated sphincter spasm, is usually precipi- 
tated by bowel movement. The patient soon learns this and often volun- 
tarily tries to avoid defecation, sometimes for days together, with con- 
sequent establishment of marked constipation. 

It will be seen from these illustrations that there is an intimate rela- 


* Given October 21, 1943 at the Graduate Fortnight of The New York Academy of Medicine. 
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tion between certain functional disturbances of the alimentary tract and 
rectal and anal disease. For years we have taught our students to elicit 
certain cardinal facts in taking histories in this group of patients. We 
have pointed out the importance of subjective symptoms, such as pain, 
of objective findings, such as the appearance of blood, pus, or swellings, 
and the existence of disturbances of bowel habits. Insistence has been 
placed also on the time element in the history, as manifested by duration 
and time relation to other incidents like bowel movement. We have 
particularly stressed an accurate account of any alteration of defeca- 
tion. It is not enough to quote the patient as saying that he suffers from 
constipation or diarrhea. We must ask specific questions. How many 
times do the bowels move in twenty-four hours? Is there any feeling 
of tightness or obstruction in the anal canal? Is there any protrusion 
that occurs with defecation? If one secures accurate answers to such 
questions a picture emerges that goes a long way toward helping in 
the diagnosis. Such interrogation is very different from the unfortun- 
ately not uncommon practice of concluding that the patient must have 
hemorrhoids because he casually mentions that he has passed some blood. 

The occurrence of blood in the stool, visible to the patient, is one of 
the most frequent complaints that leads him to seek medical aid, and he 
usually begins his story to the doctor by asserting that he has hemor- 
rhoids. Here again adequate questioning will often go far to providing 
a clue as to the actual nature of his trouble. Is the blood bright red, or 
dark and partly clotted? Is it frequent or only occasional? Is it profuse, 
moderate, or only in traces? Does it occur only with the passage of stool, 
or independently of such passage? Is it mixed with mucus? Does it gush 
out or drip? Is it mixed through the stool, or smeared on its surfaces? 
All of these points may be significant. The blood passed with fissure is 
usually occasional and scanty. Hemorrhoids often bleed profusely, 
usually with stool but sometimes on muscular effort, stooping, or even 
when walking vigorously. But it should also be remembered that old 
fibrous thickened hemorrhoids may not bleed at all. The bleeding of 
ulcerated areas in the rectum is not so apt to be profuse but is fairly 
constant and often is accompanied by pus and mucus. These character- 
istics are much the same, whether the ulceration is due to a colitis or to 
a sloughing new growth. Then there is the peculiar group of cases in 
which the patient passes a large amount of blood on a single occasion, 
perhaps enough to be exsanguinating, with no other symptoms. Some 
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of these cases, after careful and extensive study, may be explained as 
due to ruptured varices in the bowel wall, to ulcers in a Meckel’s diver- 
ticulum, to polyps, and other lesions, but some remain a mystery in 
spite of all efforts to understand them. Often the bleeding never recurs 
and the patient remains apparently well. It will be seen from this brief 
discussion of the complaint of passing blood per rectum that a careful 
inquiry as to the facts is necessary and that snap judgments cannot be 
tolerated. 

It is obvious, however, that simple history taking alone is only the 
beginning of the study of the case. There are too many quite different 
lesions in this field that present similar complaints. For instance, take 
the patient who complains of frequent urgent defecation, with passage 
of blood and pus. Such a story does not indicate a clinical entity; it does 
indicate an irritative and ulcerative lesion in the rectum or anus. Such 
a lesion may be as diverse in pathological nature as amebic colitis and 
carcinoma. It is therefore essential, when a patient presents symptoms 
referred to the rectum and anus, that a proper examination be carried 
out. This has been said many times, but must be repeated until practice 
conforms to precept. It has been only a few years ago that the writer 
saw a very: prominent man with an easily detected carcinoma of the 
rectum which had been missed by an equally prominent diagnostician. 
This was not because of any remarkable ability on my part, or the lack 
of it on the part of the eminent diagnostician. It was due simply to 
failure to make an adequate digital examination. If the routine of in- 
spection, palpation, and proctoscopic examination is conscientiously 
carried out, many disorders of the alimentary tract will be diagnosed that 
otherwise would escape recognition. Perhaps insistence upon this point 
before a group interested in diseases of the digestive tract is the most 
important contribution that I can make to the general subject. 

Many of the lesions that occur in the rectal and anal region are of 
only /ocal importance, comparatively simple in nature, and readily 
amenable to treatment, either medical or surgical. In this respect, 
one thinks of hemorrhoids, of fistula, fissure, stricture, and polyp. Yet 
it is not safe to generalize. I recall a young man with a profound second- 
ary anemia, the hemoglobin being reduced to 25 per cent, entirely 
due to bleeding hemorrhoids and cured by surgical removal. There is 
the old tradition that most fistulae are tuberculous and associated with 
pulmonary tuberculosis. Increasing experience with large numbers of 
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carefully studied cases has shown that the great majority of fistulae 
are not tuberculous and are not related to pulmonary disease, but a few 
of them undoubtedly are. Fissure generally produces local disturbances 
only, but occasionally leads to functional general disturbance of diges- 


tion. 

It may be of interest to outline briefly the author’s practice in the 
treatment of the commoner anal and rectal conditions, not as regards 
details of technique but to point out certain principles. In some of 
these conditions the choice of a method of treatment, whether non- 
operative or surgical, will depend upon the circumstances of the in- 
dividual case. For instance, in recent and superficial fissure cases, the 
use of mineral oil by mouth or some other procedure to insure soft 
stools, the local application of an anesthetic and healing ointment, and 
gentle digital dilatation, will often result in relief. On the other hand 
a chronic fissure, with indurated base and edges, accompanied by 
marked spasm of the sphincter is best dealt with by surgical removal 
of the lesion and forced stretching of the muscle. Similarly the treat- 
ment of hemorrhoids varies with the type of case. There are literally 
thousands of people who have mild anatomical hemorrhoids, that give 
very slight and occasional symptoms—perhaps slight bleeding and a 
little protrusion. These people need no active treatment, merely advice 
to avoid straining at stool and such exercise as may predispose to in- 
crease the trouble. Another large group have a moderate and fairly 
frequent amount of bleeding and at times discomfort from swelling 
and protrusion. In such cases, bowel hygiene, an astringent ointment, 
hot or cold applications, and a few days of rest and quiet, will usually 
control the symptoms even though the hemorrhoids remain. A third 
group, with thrombosis of good size, or constant protrusion or really 
troublesome bleeding should be operated upon without wasting time, 
money and suffering in useless palliative measures. 

As against these conditions requiring judgment in the use of a 
variety of methods of treatment, certain lesions are definitely best 
handled by surgery, and failure to do so is generally equivalent to 
failure to cure the disease. True fistula in ano rarely gets well without 
complete and adequate surgical excision or incision, with the laying 
open of the tract to and including the internal orifice. The frequent 
apparent disappearance of the fistula without operation is nearly always 
temporary and illusory, as it reopens again and again. Histories of many 
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years of such continuous or intermittent drainage, under treatments 
other than operative, are very common. Another lesion requiring sur- 
gical care is polyp. These growths should be removed as soon as dis- 
covered, not only because this is the only logical treatment but because 
polyps in the rectum are prone to malignant degeneration. Strictures 
require mechanical treatment, either progressive and long continued 
dilatation or some form of simple plastic surgery. 

Diseases of the rectum of an ulcerative nature are usually difficult 
to treat successfully, but the basic plan of treatment is medical. In cer- 
tain cases of serious chronic ulcerative colitis, abdominal surgery is re- 
quired, but this especial topic has been considered elsewhere on this 
program. Carcinoma of the anus and rectum is of course the major 
problem in this whole field. Malignant disease of the anal canal itself 
is usually epithelioma, and is much less common than adenocarcinoma 
of the rectum. Certain of these epitheliomata, like those about the face, 
are quite radiosensitive and respond well to radiotherapy. In cases 
that do so respond, and that have not yet reached a size or an extension 
sufficient to destroy the sphincter apparatus, the writer prefers to em- 
ploy radiotherapy long enough to determine whether the disease can 
be cleared up by this means. Such a plan has the advantage of preserv- 
ing sphincter control in favorable cases. It lacks the theoretical advan- 
tage of eliminating possible glandular extensions, and many will object 
to it for this reason. In epithelioma that does not prove to be radio- 
sensitive, or that is too extensive for such treatment, radical perineal 
resection of the anus, sphincter, and lower rectum is required. The 
lymph nodes in the groins are usually the first zone of metastasis in 
these lesions and often should be removed surgically. 

Adenocarcinoma of the rectum is a frequent occurrence and is best 
dealt with along the lines laid down by Mr. Ernest Miles of London 
in the abdominoperineal type of operation. This method involves attack- 
ing the lesion from above, through the abdomen, with division of the 
sigmoid, the extensive mobilization of the lower sigmoid, the upper 
rectum, and all the adjacent fat, fascia and lymph nodes, and the estab- 
lishment of a permanent terminal colostomy of the sigmoid. The second 
stage of the operation consists in dissecting the rectum from the peri- 
neum upward, with removal of the perianal skin, sphincters and leva- 
tors, and surrounding fat until the upper dissected field is reached. 
Then the whole large dissected mass is removed. Some prefer to do this 
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procedure in two separate operations with an interval between. Miles 
himself, and many others, do both parts of the operation in one sitting. 
It is admittedly a formidable surgical undertaking, and when first in- 
troduced was accompanied by a rather high mortality. Steady improve- 
ment in preoperative preparation, in the refinement and expedition of 
technique, in postoperative management, and in combatting shock 
have reduced the mortality to quite reasonable figures and this improve- 
ment continues. The operation is based upon sound principles of cancer 
surgery, and gives better late results than are now obtained in any 
other field of visceral cancer. It deserves the support of all surgeons. 

The diseases that affect the rectum, as distinguished from the anal 
canal, are more commonly apt to involve general effects upon the 
health. This is true because some of these diseases involve not only the 
rectum, but often the whole colon as well, and others are of a nature 
that may extend to the entire body. In the first group belong the in- 
flammatory lesions of the colitis types in the second the malignant neo- 
plasms. Colitis, as used clinically, is a term that comprehends certain 
little understood disorders that may be functional, such as so-called 
mucous colitis, a group of known infections due to protozoal or bac- 
terial agents, and the remainder, that troublesome and dangerous condi- 
tion which may not be a single clinical entity—known as chronic idio- 
pathic ulcerative colitis. In most instances, proctoscopic and laboratory 
studies can differentiate these various forms of colitis, and serve as a 
guide to the adoption of appropriate methods of treatment, such as they 
are at present. No one will dispute that there is here a great field for 
improvement in our present-day therapy. For purposes of the present 
discussion, the points to be emphasized are that these conditions often 
cause preponderantly rectal symptoms, that they may be recognized 
by proper rectal examination, and that such examination points the way 
to treatment. 

The second category of rectal diseases of more than local signifi- 
cance is the neoplastic group. There is no need to emphasize the gravity 
of such conditions; unless early recognized and successfully treated they 
end the life of the patient. It is well, however, to point out the relative 
frequency of carcinoma of the rectum. It shares with the stomach the 
questionable distinction of being the most common form of alimentary 
tract malignancy. It does however possess the unquestionable advantage 
of offering a better field for surgical attack and a more favorable prog- 
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nosis. These advantages depend upon easier accessibility for diagnosis, 
and anatomical conditions that permit wider surgical removal. To 
secure these advantages though, one must be alert to the possibility of 
such a lesion being present. So that we come back to repeat that prompt 
and competent examination, when rectal or anal symptoms are present, 
is the first obligation to the patient and the first duty of the physician. 

It is obviously impossible, under the circumstances of this occasion, 
to cover completely the subject assigned. Whole volumes, and many 
of them, have been written upon it. Even a single topic under the gen- 
eral subject, if completely dealt with, would overrun our limitations. 
Take stricture for instance. Even leaving out the group of strictures due 
to malignancy, there are the congenital forms due to failure of normal 
opening of the proctodeum, the traumatic which unfortunately are in 
some instances a result of surgery, and the inflammatory type that in- 
cludes the lymphopathia venereum infections due to a virus. Much of 
interest could be narrated about each of these, from the viewpoints of 
etiology, symptoms and treatment. Their effect upon the digestive tract, 
sometimes in infants resulting in megacolon, sometimes in adults causing 
obstruction, would be pertinent to the discussion. But detailed consider- 
ation of individual lesions would lead us much too far afield. I take it 
that the purpose of this paper is to renew attention to the importance 
of the lowliest part of the alimentary tract, to point out that it is the 
site of numerous disorders of both local and general importance, and 
that these disorders must not be lightly dismissed or overlooked in any 
study of the digestive organs. That a tendency to dismiss or overlook 
this field does exist, my personal experience leads me to believe. There 
is reluctance or inability of the patient to describe adequately his symp- 
toms and to submit to examination. There is reluctance often on the 
part of the physician to insist upon examination or to train himself in 
the simple technique of making it. These factors combine to bring about 
a state of affairs in which diagnosis is inadequate, treatment unintelli- 
gent, and the results often unsatisfactory and sometimes tragic. It is 
not difficult to remedy this situation, at least so far as our present 
knowledge and skill permits, and the obligation to do so is very clear. 
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THE ROLE OF THE INTERNIST IN THE 
MANAGEMENT OF STERILITY * 


WituiaM H. Cary 


SHEN a society primarily concerned with the problems of 
internal medicine devotes an evening to the consideration 
W of the involuntarily childless marriage it must mean that 
this problem is making a greater impact upon a larger 
2 number of physicians. This is most gratifying. Although 
often neglected, medical factors, as distinguished from those involving 
surgical or special methods of intervention, play an important role in 
caring for sterility, such a classification of problems is wellnigh im- 
possible, however, because multiple causes were noted in 53 per cent 
of 255 sterile marriages which I analyzed as to diagnoses and results 
before the Academy of Medicine several months ago. 

Nearly three decades have elapsed since the speaker began what 
others have graciously defined as pioneer work in this field. At that time 
there were no landmarks and a review of the indexed literature in four 
languages provided no scientific criteria for interpretation or procedure. 
For many years after the responsibility of the male had been demon- 
strated in one-third of sterile unions the urologist, with very rare excep- 
tions, held aloof from the problem and the general medical profession 
responded indifferently to increasing public interest. As late as 1927 
my records show that of the women who had been previously operated 
upon for sterility, the husband had not been examined in 26 per cent of 
the cases and 30 per cent of these husbands were found with incompe- 
tent semen. Errors and omissions in diagnosis were frequent because 
scientific study of the human sexual function had been traditionally 
taboo and treatment of sterility was largely empirical or directed to 
surgical control of organic disorders. During these early years, there- 
fore, the gynecologist especially interested in this field was com- 
pelled to evolve for himself the method and criteria for appraisal 
of the husband’s virility and to explore all the potential causes of low- 
ered fertility in both sexes. In later years a few gynecologists formed 
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clinical groups for such study and today most medical centers are inves- 
tigating some aspect of human reproduction and younger men are being 
trained. It should be emphasized, however, that successful management 
of infertility, including adoption and the prevention of anxiety neu- 
roses, depends upon accurately directed, competently interpreted and 
properly correlated diagnostic studies of the husband and wife. No 
single phase of research is adequate by itself and may indeed prove ridi- 
culous in view of the mate’s attitude or condition. In two of our cases 
wives were forced by the exigencies of the investigation to admit that 
they practised contraception secretly although responding to their hus- 
band’s insistence that they seek special care. A perplexed gynecologist 
referred another patient who was reported to have become pregnant at 
the first premarital exposure and having married promptly after abor- 
tion had remained childless. Exhaustive investigations had been fruit- 
less but the mystery was quickly solved when the patient admitted that 
the husband had not been the lover. 

I appear tonight as a hybrid product of the earlier years to discuss 
the important role of the internist in some cases of sterility and to urge 
codperation and acknowledgment of our respective limitations. As 
elementary examples—a professional man with unexplained physical las- 
situde and a defective semen which had resisted all treatment revealed 
confidentially to the internist, but not to the gynecologist, that he was 
cohabiting actively with two mistresses. From the other side of the 
ledger was a woman from the less-privileged class who tearfully applied 
for impregnation by a donor specimen and presented a letter from the 
social service stating that the medical attendant had misinterpreted a 
brief and equivocal report by a laboratory regarding the husband’s semen 
and that the patient had invested her savings from time to time over 
a period of eight years for treatment, including two minor operations 
which had no chance of success because the husband was now known 
to have been sterile. Very recently I have encountered three unfortunate 
cases in which the wife’s responsibility had been discounted and the 
husband unnecessarily and improperly treated because the condom, 
long condemned, had been used for the seminal collection. 

Perfunctory diagnosis, too aggressive surgery, empiric trial of intra- 
uterine insemination and administration of the newer glandular products 
as panaceas, rather than experimental adjuncts in selected cases of infer- 
tility, do not reflect a sincere response to the yearning for parenthood. 
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We are all familiar with that elusive condition sometimes called 
lowered resistance and its various manifestations, such as subnormal 
energy, premature tiredness, nervous instability, susceptibility to infec- 
tions, depressed libido and other complaints, but we may be less aware 
how often relative infertility is a sign of impaired health and ultimately 
is improved by appropriate attention to the general condition. 

In male patients of this type improvement in fecundating vigor may 
be demonstrated after a few months by comparative evaluations of the 
semen but in the female we have only indirect and equivocal criteria for 
comparable studies. The relief of sterility after a prolonged vacation, 
favorable changes in living conditions, or regimes to correct metabolic 
abnormalities provides clinical evidence familiar to you all. In these 
cases of relative or functional infertility in which anatomical, develop- 
mental and organic causes have been eliminated by competent diagnos- 
tic investigation medical coéperation may be of great value. These 
anxious patients deserve, and their problems involve, more painstaking 
medical study than is sometimes manifested. 

The family history should be reviewed with special reference to dia- 
betes, glandular diseases and anomalies of the reproductive function. 

Complications of vaginitis, the exanthemata, mumps, appendicitis and 
infantile paralysis doubtless involve the pelvic organs during childhood 
more frequently than is generally recognized. In my experience, vaguely 
remembered symptoms, when elaborated by the patient’s mother, have 
sometimes proved significant. 


ADOLESCENCE 


Preéminently important in searching for causes of infertility is the 
adolescent history—33 per cent of the cases fully studied by me prior 
to 1942 reporting potentially inhibitory conditions during this period. 

Perhaps the most valuable service that one may render is prevention 
of sterility by efficient care of abnormal conditions complicating pubes- 
cence and puberty. A contribution by Shorr’ in 1941 and recently by 
Schonfeld? stressed the fact that delayed puberty and retarded develop- 
ment of secondary sexual characteristics resulting primarily from endo- 
crine imbalance tend to correction by spontaneous adjustment. Never- 
theless, gynecologists and urologists often encounter the sequelae of 
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earlier hormonal disturbances. These cases are too varied in character 
and complex in etiology to discuss in a general review. Such patients 
should not be dismissed with casual advice or the administration of a 
tonic but should be kept under supervision while every hygienic ad- 
vantage is arranged. Specialized care will occasionally be required. 

The frequency with which infertility, with or without functional 
and developmental defects, is met in patients giving a history of poor 
health, severe illness, and violation of hygiene during the adolescent 
years is impressive. Only brief discussion is possible although the subject 
may well merit a special contribution. 

Cases of relative infertility with abnormal adolescent histories are 
seen among certain of our Jewish population and those of foreign par- 
entage with suggestive frequency. At an early age these patients often 
undertake arduous work which occupies every hour not devoted to 
eager study. A report of industrial labor by day, and work in the family 
store at night is not uncommon. In others, long hours of day labor in 
addition to aggressive attendance at night school have shortened hours 
of rest and excluded relaxation. In brief, their childhood is spent in a 
less privileged environment and through a moral adolescence and fol- 
lowing early marriage they strive for the better life against great 
obstacles. Sterility is not limited to any one economic group. 

Gonadal deficiency, concomitant in many cases with sexual apathy, 
underdevelopment of the generative organs and menstrual anomalies 
has been encountered so often in those excessively devoted to competi- 
tive athletics from an early age that an etiological relationship seems 
evident. Impressive cases, selected from many, include four former foot- 
ball players of all-American calibre and the captain of a college water 
polo team who subsequently became athletic director. Two women 
with excellent physiques who began serious training in early adoles- 
cence, one for rowing and the other for international honors in tennis, 
were found to have infantile uteri, and another wife who started prac- 
tice as a stage gymnast at thirteen developed oligomenorrhea, miscar- 
riage when pregnant and now at twenty-nine is threatened with the 
menopause. It is appreciated that these findings may be coincidental and 
the final answer must come from those who are in position to keep 
scientific records of large numbers of adolescents. 

Another group of women in whom hopeless sterility might have 
been prevented by prompt diagnosis and operation during adolescence 
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is composed of those with permanent pelvic adhesions resulting from 
appendicular abscesses or complications requiring drainage. We have 
records of a few women in whom pelvic abscess complicated mumps 
or the exanthemata and ruptured spontaneously before recognition. 
Some cases of male sterility might doubtless be avoided if patients with 
mumps were more cautiously managed to prevent orchitis. It is surpris- 
ing how often the reproductive organs escape observation in the care 
of immature patients. One husband who applied for artificial impregna- 
tion holds a permanent grudge against his parents and the medical pro- 
fession because, having had every economic advantage in youth, he 
nevertheless reached maturity and married without knowing he had 
double cryptorchidism. 

Obesity, malnutrition and asthenia should be carefully treated dur- 
ing childhood for these conditions often keep children from normal 
play with their fellows and concentrate their attention upon books 
so that they may reach maturity as frail and rather neutral persons sex- 
ually. Their fertility is often low but they frequently marry pro- 
nounced sexual types. 


CoNTEMPORARY History 


In addition to the usual gynecological and urological factors, the 
contemporary history should include circumstances incidental to mod- 
ern living which tend to reduce physical vigor and which are reflected 
in some patients by impaired fecundity. Such items should include 
character and hours of work, fatigue and irritation associated therewith, 
recreation and manner of exercise, extent and type of vacations, psycho- 
logical and physical strains when complicated by excessive fatigue, 
menstrual disturbances or temporary impotency. Finally, the patient’s 
adjustment to marriage should be reviewed. From a group of thirteen 
couples, for the most part highly educated, who had been married from 
two to nine years and were referred as obscure problems, at least nine 
babies were obtained when special investigations revealed that the sexual 
union had not been fully consummated. The causative factor was 
revealed in another perplexing problem when the wife explained cer- 
tain conflicting findings by the naive assertion that the husband was so 
vigorous sexually that he habitually ejaculated before penetration. 

It would be presumptuous to discuss the physical examination before 
this audience except to urge that the status of the blood and the rate of 
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metabolism should be determined by clinical and laboratory tests 
because subnormal blood pressure, moderate degrees of secondary 
anemia and some depression of the metabolic rate often are concomitant 
with impaired fertility. Such findings are often elicited in persons of 
sedentary habits whose work entails continuous nervous exhaustion and 
excludes opportunity for outdoor exercise, relaxation and consideration 
for proper nutrition. I have come to recognize a certain type of woman 
of the slender, hyperfeminine kind who is devoted to her home and 
husband and is indifferent as to physical stamina. Frequently, there is a 
history of malnutrition and anemia during puberty, disturbances in 
development and in the establishment of menstruation. They commonly 
marry late in life and their sexual behavior is prompted by devotion 
rather than passion. Although never vigorous they rarely need to con- 
sult a physician until prompted by failure to conceive. The proper 
treatment of these patients involves rearrangement of their daily lives, 
physical training, balanced diet and therapy as indicated by the basic 
clinical findings. The indiscriminate administration of vitamins does not 
constitute such attention. The same rule applies to some men. 

When the physical findings are normal in these cases of functional 
infertility it is probable that one is dealing with intrinsic glandular defic- 
iency. Patients with indefinitely prolonged suspension of spermatogen- 
esis and menstruation following nervous shock are included in this group. 
Daily vaginal smear studies have revealed no follicular influence in the 
very few cases observed in this group. Unfortunately, we are without 
any product directly stimulating spermatogenesis or odgenesis. In the 
opinion of myself and others thyroid preparations given in increasing 
dosage under repeated supervision constitute the most reliable adjunct 
to the general care of these patients. It may be well tolerated when indi- 
cated by clinical findings although the laboratory readings may be 
found in the low normal range. Many successful cases might be cited 
in which efficient hygienic and medical care, as previously outlined, 
constituted the chief or at least an important part of treatment. The 
result in cases of this type is necessarily long delayed. It should be 
repeated that the above statements are predicated upon the assumption 
that local organic lesions have been eliminated. 

Many unusual cases might have been enumerated but they would 
not affect the theme of this paper which is that by directing the sexual 
education and hygiene of the adolescent and in recognizing impaired 











112 THE BULLETIN 








physical or nervous vigor as a potential factor in relative infertility the 
internist may make an important contribution to the management of 
this problem.* 
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A PLAN FOR HOSPITALIZATION INSURANCE DEVISED BY 
PIARRON DE CHAMOUSSET, 1754 


GERTRUDE L. ANNAN 


re ne hospitalization insurance has only recently become 
Gi u) available to the American public, it is astonishing to dis- 
ft S i cover a practical plan devised in the eighteenth century 
fh which compares favorably with that in operation today. 
a In view of the appalling conditions existing in contem- 
porary hospitals, it must have seemed pure fantasy at the time of its 
publication. But the author of the anonymously printed Plan dune 
maison d’association, | Paris, 1754], was no idle dreamer. Claude Hum- 
bert Piarron de Chamousset, 1717-1773, the son of a distinguished and 
wealthy family, dedicated his life to reforms in public welfare and 
worked passionately and zealously for their consummation. 

His attention was drawn to foundlings, beggars, postal service and 
water supply. He proposed a registry for servants and workmen, and 
was instrumental in the founding of fire insurance companies. The poor 
were his “family,” and anything that might help them stirred him to 
action. Not content with publishing his ideas and putting them before 
the authorities, he lavished his fortune upon them and turned his own 
home into a hospital where the indigent could receive the best of treat- 
ment. 

Although his name is seldom mentioned in the history of medicine, 
his chief contribution was made in the care of the sick. His plan for 
hospitalization insurance did not materialize for lack of subscribers, but 
his determination to improve the frightful conditions in the Hétel-Dieu 
brought them to the attention of the government. After the fire of 1772, 
which destroyed most of the hospital, legislation was enacted, decreeing 
that the new hospital be built according to plans which in a large meas- 
ure followed those of Chamousset. Unfortunately controversies delayed 
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construction, and Chamousset did not live to see his ideas carried out. 
Marcel Fosseyeux in his L’Hétel-Dieu de Paris, Paris, 1912, gives a 
brief account of his suggestions. Chamousset is said to have studied 
medicine, and he served for a time as Inspector of military hospitals, but 
his attempted reforms receiving no encouragement, he gave up that 
position. 

In 1905 a work was published which brought Chamousset’s name 
temporarily out of obscurity. F. Martin-Ginouvier’s Un philanthrope 
méconnu du XVIIle siécle, Piarron de Chamousset, contains a biogra- 
phy of Chamousset together with a reprinting of the Plan, Chamous- 
set’s Additions, which were also printed in 1754, an anonymous “Lettre 
critique,” condemning the plan, Chamousset’s reply, and several letters 
from prominent contemporaries on the subject. The author of the “Let- 
tre critique” felt that the French were too indifferent to show enthus- 
iasm about such a project. He also held the poor in low esteem and 
claimed that Chamousset’s opinion of them was much too flattering. His 
estimate of the medical profession was not much higher. 

Among the letters published by Martin-Ginouvier is one from a 
well known physician and anatomist, Antoine Petit. He wrote to Cham- 
ousset, July 20, 1770, “Your calculations are too high by half . . . nev- 
ertheless I think you would do well to reckon from those figures, ex- 
aggerated though they may be, because in making such plans it is wise 
to put the charges as high as possible, even a little above what is right, 
for the number of accidents is never small . . . | am sure that if, some 
fine morning, it should please Providence to show the poor their true 
interests . .. more than a fourth who might perish would be saved. Let 
your plan accomplish then what Providence, because of our sins, 
refuses to do. . . . Let the fire which consumes you continue to burn; 
the pleasure of doing good will repay you more than any other reward.” 

Unfortunately Providence did not one fine morning show the poor 
their true interests, and though Chamousset met with approval from the 
government, those his plan was designed to help did not respond. He 
did not cease to work in their interests until his death in 1773. His 
critic had not been wrong when he wrote that the poor would not be 
interested. His error was in not realizing that Chamousset was in ad- 
vance of his times, and that the future would see the fulfillment of the 
vision of the “unknown philanthropist.” 

Examples of his writings are rare in this country. The Boston Pub- 
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D'UNE MAISON D’ASSOCIATION, 


Dans laquelle au moyen dune fomme trés-mo- 
dique chaque Affocié s’alfurera dans Véeat de 
maladie routes les fortes de fecours qu'on peus 
défirer. 


eee] ETABLiSSEMENT que nous propofons , Nous a paru 
eal} avantageux aux Citoyens, & d'une exccution facile. 
$4] Nousallons en montrer le befoin , & en expoferle 
Planavee le plus de clarté & defimplicité qu’il nous 
S894] (cra poffible : afin que le Public quien receuillcra les 
fruits , puiffe juger de l'intérét quil y doit prendre. 
Les hommes font la plus grande richeffe d'un Etat, & la fanté 
eft le bien le plus précieux des hommes. Mais ce n’eft pas affez 
qu'il ne Jeur manque rien pour la conferver Jor{qu’ils en jouiffent ; 
wi objet pour eux des plus importans, c'eft de pouvoir, en cas de 
maladie, compter fur tous les fecours néceflaires pourla recouvrer, 
Ces fecours fuppofent trois chofes principales , dont le:concours 
n’eft pas moins effentiel que rare. De la dépente de la part des Ma~ 
lades, de intelligence p ote ceax qui les traitent, du zAe dans 
ceux qui les foignent. La privation de l'une de ces trois chofes a des 


fuites facheufes , dent on n’eft que trop inftruit par — 





From the copy in the Library of The New York Academy of Medicine 
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lic Library possesses a copy of his Oeuvres completes, Paris, 1783, and 
the Army Medical Library owns his Deux mémoires: le premier, sur la 
conservation des enfans .. . le second, sur les biens de Phépital S.- 
Jacques, 1756, and Lettres sur Pusage dune nouvelle découverte de 
pates, de syrops et de tablettes d’orge, Paris, 1772. The New York 
Academy of Medicine Library recently was able to purchase the little 
pamphlet from which the following translation was made. It is not pos- 
sible to determine at present whether it is from the undated edition 
known to have been published in 1754 or the first part removed from a 
copy of the collection of the author’s writings published in 1757 under 
the title Vues dun citoyen. 


PLAN oF A Hospitrat AssociaTION 
In Wuicu By Means Or A Very Mopvest Sum Eacu MemsBer WILL 
Be Assurep In Case Or Sickness Or Any Kinp OF 
AsstisTANCE Wuicu He May Desire 
|By CLaupE Humpert Prarron De CHAMOUSSET | 


The establishment which we propose has seemed both advantageous 
to citizens and easy of accomplishment. We are going to show the need 
of it and describe the plan as clearly and simply as possible, so that the 
public who are to receive its benefits can determine what interest should 
be taken in it. 

Men are the most valuable possession of a state, and their health 
is their most valuable possession. But it is not enough that they have 
the means of preserving it. An object of more importance to them is 
that in case of sickness they may count on all the aid necessary to their 
recovery. 

This assistance presupposes three principal things in which coopera- 
tion is as essential as it is rare: the expense on the part of the patients, 
the intelligence of those who treat them, and the zeal with which they 
care for them. The lack of one of these three brings bad results which 
we know only too well by experience. Nevertheless, can even the rich 
flatter themselves that they can have all three? Can they have at their 
beck and call at every hour of the day or night able physicians, experi- 
enced surgeons, all waiting to administer or discontinue an appropriate 
remedy, which, according to circumstances, becomes from one moment 
to the next salutary or harmful? Can they always count on the accuracy 
and intelligence of those destined to make up prescriptions? Besides, do 
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they not fear the unenlightened zeal of a frightened family who through 
eagerness uses haste where it is necessary to delay, or who in mistaken 
sympathy defers treatment when speed is required? I make no men- 
tion of the dangers to which they are exposed when they are attended 
only by servants engaged by chance, or by those who dream only of 
the spoils. 

There are asylums available to the destitute, and that is a resource 
useful to those to whom it is not humiliating to accept the free assist- 
ance which charity offers. 

But between these two extremes is the class of the greatest number 
of citizens, who not being rich enough to procure sufficient aid at home 
or poor enough to be taken to an almshouse, languish and often perish 
miserably, victims of the propriety to which they are subjected by their 
class of society. Such are the industrious artisans, merchants whose trade 
is limited, and in general all those valuable men who live daily by the 
fruits of their labor, and who often for that reason have no recourse to 
treatment when a disease becomes incurable. The start of a disease ex- 
hausts all their resources; the more they deserve help, the less can they 
bring themselves to profit by the only resources that remain to them, 
and they find themselves in public asylums. 

The air seems to them to be corrupted by the diseased and dying; 
they feel that the care is insufficient since there is no charge, and the 
continual spectacle of grief, agony and death in the room to which 
they have been conveyed, often in the bed where they are put, make 
them envisage in hospitals dangers more frightening than those to which 
their misery exposes them at home. 

The literary men who assemble at Paris from all parts of the king- 
dom; the military who come to solicit remuneration for their services, 
litigants forced to make long stays in order to uphold their rights, and 
that crowd of strangers which curiosity brings here, are in the most 
dangerous situation as soon as they fall sick. Isolated and abandoned to 
the discretion of unknown people who surround them, must they await 
the care of those for the most part greedy and selfish? How few men 
can then be assured of having all the necessary aid when they are ill? 
And others, can they not be touched by the situation of their fellow 
citizens? Is it not humanity for them to at least interest themselves in the 
preservation of their servants? Can they persuade themselves to abandon 
the unfortunates who have lost their health in their service? Is it always 
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possible to treat them at home; and when they can do so, do their 
affairs permit them to provide the proper care? Are they not obliged 
to depend upon other servants, that is to say, on men whom hardness 
or jealousy nearly always renders negligent? 

It is then of interest to all citizens to form an establishment which 
furnishes all the necessary aid to the sick, and which guards against 
all the inconveniences of which we are about to speak. For this it is 
necessary 1°. that the rich be received in a manner which leaves noth- 
ing to be desired, even to their niceties; 2°. that the treatment in sick- 
ness be absolutely the same both for them and for those less fortunate; 
3°. that the expense be suited to the means of those in the hardest cir- 
cumstances; 4°. finally that propriety hinders no one from profiting 
from the aid offered them. Such is the principal object of this establish- 
ment which we propose to the public, and it will be executed by a free 
association which will continue only as each member finds it to his 
advantage, and by which one may acquire by paying each month a most 
modest sum the right to procure all the aid one might need in case of 
illness either at home or in a hospital, of which one becomes co-pro- 
prietor by joining this association. 

This project can be fulfilled wholly to this extent or a trial estab- 
lishment can be attempted at first, whose success could lead to the exe- 
cution of the greater plan. In the first case a spacious building would be 
constructed, divided into appropriate and commodious rooms and com- 
posed of several corps of houses entirely separate and laid out accord- 
ing to the different conditions of the people for whom they are des- 
tined, some for men and others for women. In each the service will be 
only for people of the same sex. 

A complete pharmacy will be established there, provided with ex- 
cellent drugs and managed by most intelligent men. Physicians and sur- 
geons in chief will be assembled, selected with all possible care, who 
will be attracted equally by the honor of filling such positions and by 
the salaries attached to them. Other physicians and surgeons of suffici- 
ent number and living also at the hospital will work assiduously under 
the eyes of their chiefs, healing the sick, some prescribing, others dress- 
ing the wounds of those who have undergone operations. A fixed num- 
ber of young physicians will be received, lodged and fed, for a modest 
fee, who doubtless will be eager to train there and who will at the same 
time be of great help at the bedside of the sick, reporting to the phy- 
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sicians the effects of their prescriptions and an infinity of enlightening 
observations to render the treatment more certain. 

Two of the most celebrated physicians of Paris will come regularly 
every day to consult with those who live in the establishment and 
decide together the puzzling cases which demand mature deliberation. 
If it happens that a patient has confidence in a physician or surgeon who 
is not connected with the hospital, he will be free to associate himself 
at his expense with the other physicians and surgeons of the hospital. 

In order to prevent mistakes and to keep the condition of the pati- 
ents always under the eyes of the physician as well as the symptoms 
which he has noticed, all prescriptions will be written, also the regimen, 
and placed at the patients’ bedsides. Furthermore, it will be a new means 
of study and observation for young physicians, not counting the fact 
that this way of writing prescriptions will make the physicians more 
attentive in composing them.* 

Surgery will be cultivated with no less care, and there will be added 
to the number of surgeons, aides and boys admitted and boarded in the 
hospital, other pupils paying also a very modest sum for their food and 
lodging. These will be trained under the eyes of the masters and will be 
inspired by the hope and desire of winning in the competition, the only 
way by which any of the positions in the hospital may be obtained. 
Add to that vigilant care and surveillance, a scrupulous choice of the 
proper foods, and every attention to cleanliness to prevent disgust and 
to avoid unpleasant atmosphere. Such are the principal precautions to 
be taken for the treatment of patients and the care of diseases in general. 

It may be seen that in this hospital the rich will receive prompt and 
continual aid which they cannot expect to find at home, no matter how 
wealthy they are, and it will be given to all with the same zeal. This 
establishment will contribute to the relief of families and the preserva- 
tion of citizens. 

There will necessarily result from the policy of this hospital two 
general advantages which should forcibly strike every man who loves 
his fellow man and even him who loves only himself. 

The first is the attention so necessary in the momentous changes that 
occur in the course of a disease. How many times has it happened that 
Nature has spoken and there has been no one to hear? And how many 





* Each month a brief statement will be published showing the treatment and remedies which have 
been most successful in current diseases. 
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times has this inconvenience alone, from which even the rich cannot 
always shield themselves, been fatal to the patient? If skill cannot be 
blamed for this, is it not the same in ordinary practice where it is im- 
possible or at least very difficult to prevent it? The second is even an 
improvement in the art of healing. It will be agreed that histories of 
cases made after continuous observations, that is to say, from moment 
to moment, from the commencement up to the happy or unhappy ter- 
mination, will be necessarily more detailed, more exact, and conse- 
quently more calculated to advance medicine and surgery, than those 
which can be published by physicians who see so many patients that 
they are reputed to be very capable, and who could never describe all 
the cases they have treated, just as if they had observed only one or two. 

The hospital will be governed by an administrative body, sufficiently 
large, elected every three years, but no one can be elected except mem- 
bers. 

Intelligence, zeal and integrity will be the only qualifications re- 
quired for admission, and probably for appearance before the govern- 
ment of a hospital where one will find no other advantage than that of 
devotion to the relief of humanity and to the service of fellow citizens. 
Paris includes a great number of inhabitants enlightened, rich and char- 
itable, who would be honored with a choice which bears witness to 
their honesty and zeal for the public good. 

None will have the right to the assistance of this hospital except 
those who have been admitted to membership, and in order to allow 
for different conditions and means, there will be established five classes 
of members who will pay more or less, not for treatment of their dis- 
eases (for all classes will receive the same care), but for optional accom- 
modations which vary according to conditions and which are necessary 
only to those who habitually enjoy them. 

Each member of the first class will occupy a complete apartment 
and will be furnished and served in a manner suitable to his way of life. 
Those of the second class will each have a separate room; those of the 
third will be in rooms containing two or three beds; the fourth will be 
assigned to halls with a dozen beds; and the fifth in halls with thirty 
beds in which the patients will never be side by side, as each of the 
beds will be enclosed by a partition which will form a little room. 

Thus every member, released from anxiety concerning the treatment 
of diseases which may attack him, surgical operations which he may 
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require, and even support during those times when his work is sus- 
pended, would have nothing to worry about except the recovery of 
his health. 

The cost of membership will be enough for the establishment of 
the large scale plan which we propose, and yet will not exceed the 
means of the poorest citizens. This has been studied for a long time and 
is based upon very accurate computations. It can even be hoped that 
once the establishment is started, conditions for members can be made 
still more favorable, since evaluations have been set high so that the 
promises made to the public can surely be carried out in any event. 

Here is the table of the different prices which members will pay 
according to their age and class. You will notice that only those between 
fifteen and sixty may join. But the membership fee never changes for 
those who are punctual about continuing their membership; it remains 
just what it was when they started, and their membership has no other 
termination than that of their life. Heads of families should receive an 
advantage over others, that of paying the price fixed for the class 
between 15 and 35 years for each member of the family rather than 
paying per person according to age. 

[The abbreviations in the following table refer to sol, half penny, 
and livre, franc. | 


Rooms Rooms Rooms Rooms 


with with with with Apart- 
Members will pay by month— 30 beds 12beds 3 beds 1 bed ments 
From 15 to 35 years of age— 25s. 308. 40S. 3 1. 5 1. 
From 35 togo “ “ “ 26 32 43 3 48. 5 8s. 
From 40 to4g5 “ “ “ 27 34 46 3 8 5 16 
From 45 tos50 “ “ “ 28 36 49 312 64 
From 50 to 55 “ “ “ 29 38 52 3 16 6 12 
From 55 to60 “ “ “ 30 40 55 4 7 


Members will pay by month as much when they are well as when 
they are sick. This has seemed to be the most convenient way, either 
because it is the easiest way to make payments, or so that they will not 
get so far in advance in their payments to the establishment that in case 
of emergency they will have to ask for a refund. 

Therefore, they will carry their quota every month to one of the 
notaries named below, where it will remain on deposit until the end 
of the month for which it was paid; those who will find it more con- 
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venient to pay for a year in advance will be free to put the entire sum 
in the hands of the notary who will month by month pass it on. They 
will receive, on paying the first month’s installment, a card of mem- 
bership formulated to prevent any ambiguity or deceit. On this card, 
accompanied by the monthly receipts (if several months have elapsed 
since admission) they will be admitted when they are ill to occupy their 
lodgings in the hospital. 

Let us propose some conditions which prudence suggests and which 
fairness should make agreeable. That is 1°. that there be an interval of 
a month between the date of membership and the date of admittance 
to the hospital, for the first time only; 2°. that in case anyone allows his 
membership to lapse and then takes it up again, he must pay double the 
cost the first month only; 3°. that in such a case the monthly interval 
should be imposed as if it were an entirely new membership. The cost 
of the membership card is so modest and other penalties for negligence 
so just and so light that no one ought to object. If the cards were not 
annulled for non-payment, it would be impossible to keep track either 
of members or vacancies. 

Bodies or groups which would like to join, will pay every month 
into whatever class they wish for masters, apprentices, workmen and 
even their servants, five sols per head less than private individuals, and 
then the agents or deputies elected by each body will receive the fees 
of the members of the group and they will send immediately to the 
treasurer of the hospital the sums which they have received, and for 
mutual satisfaction, one of these agents will each year be admitted to 
the board of administration. 

There will be separated and isolated places for contagious diseases. 
And for pregnant women the only qualification will be that they have 
been members for at least nine months. Preference will be given to those 
whose husbands are members. The only diseases excluded by the associa- 
tion are venereal diseases and incurable diseases,* but in the case of ex- 
ciusion for incurable diseases, and those judged as such by a consulta- 
tion of physicians, that member will be repaid all the money he has paid 
in to the association during that period, even though he has already 
profited by assistance from the hospital in preceding illnesses. 


* It is obviously impossible at the beginning of such an establishment to take care of incurable 
cases, since one incurable patient would deprive several citizens of aid which they could successively 
receive; thus we are obliged to exclude those cases until the eagerness of the public for this present 
association induces us to present to it a project we are considering for a hospital where such cases 
may be received. 
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How much expense will not this assistance save them? For ordinar- 
ily the fact that a disease is incurable is not immediately apparent. It is 
only after several attacks that this sad state of affairs can be determined. 
It is somewhat alleviated in the cases of those unfortunates to whom 
restitution is made for all that which they have spent, little by little, 
from the day they joined the association up to the moment that the in- 
curability of the disease is verified. 

Every disease, other than those above-mentioned, which is accom- 
panied by fever or which necessitates an operation, will give the mem- 
ber so attacked the right of being transported to the hospital and of 
occupying a bed, a room or an apartment, according to the class in 
which he has been registered; and he will never under any pretext what- 
soever, have to leave the hospital until he is completely cured, or 
declared incurable; nor can admittance to the hospital be refused to 
any members recovered from an illness who suffers a relapse, whether 
his relapses be lengthy or often, or whether or not they are his own 
fault. 

Out of town patients, or others, will be given an account ot their 
personal effects which they have deposited at the hospital, and these will 
be entered on a register, so that they can be returned either to the 
patients themselves when they are cured or to their representatives in 
case they are not. 

Whenever a member is ill in the hospital he will be visited, treated, 
fed, provided with medicine, observed, kept warm and clean, etc. with 
the greatest care until he is entirely well; he will enjoy all the special 
accommodations of his class without either preference or exclusion, who- 
ever he may be. If he needs a surgical operation, that will be done after 
a consultation of physicians and surgeons who have treated him, with- 
out his being asked for any payment beyond his membership fee which 
he paid while in perfect health, for whatever operation or medical 
treatment necessary, no matter how long his illness lasts. 

In an unusual instance, such as an epidemic, which suddenly in- 
creases the number of patients, so that the hospital cannot accommodate 
all the members who ask for admittance, the association will be obliged 
to furnish them at home with the same assistance, physicians, surgeons, 
medicines, broths and other nourishment. But in every other circum- 
stance, if the ill members prefer to stay at home, the association will 
provide only the physicians, surgeons and medicines; food will be at 
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their own expense, except in certain cases. The administration which 
will be animated only by consideration of public welfare, judges only 
whether or not it is proper to leave a patient to the care of a family in 
which his presence seems to be necessary, whether for his own consola- 
tion or for the conduct of business which must be directed from his 
bedside, or for the support of his family. 

In urgent cases, such as when a patient, not needing to occupy a 
bed in the hospital, is not in a condition to be carried there in order 
to consult physicians, the necessary remedies will be provisionally fur- 
nished by the hospital. In order to fulfill this promise, the hospital will 
recompense physicians and surgeons in different parts of Paris. 

Those living in the provinces will know the advantage of enjoying 
the privileges of membership in the unhappy circumstances which de- 
mand aid not to be found outside the capital and which they are so 
often obliged to seek there, for they will procure the advice of the 
most celebrated physicians and the skill of the ablest surgeons in the 
same hospital where they will be admitted and treated for diseases re- 
quiring surgery, and outside of the hospital they will be provided with 
all the medical, surgical and pharmaceutical assistance necessary in 
chronic diseases. The only requirement, to which they should not 
object, is that applied indiscriminately to all, that they should be in 
perfect health when they ask for membership. Since distance will deter 
out of town patients from receiving any aid from the hospital in ordi- 
nary diseases, they will pay only half of the fee for ordinary members, 
but since the establishment can accommodate at the start only a certain 
number of those interested, those will be selected who were the first 
to apply to the notaries. The latter will supply their dates of application. 

In regard to those who may have fallen sick without having joined 
the association, if they wish to be admitted to the hospital, they can 
only be received as day patients, and they will pay by day and in 
advance the prices listed below. But since they have no right to the 
hospital, only as many will be received into the classes they have chosen, 
as there are vacancies available not required by members. 

So much confidence may be placed in the efficacy of the care which 
all will receive, that it is proposed that the day patients, attacked with 
acute diseases who have not yet been treated, and those who need surgi- 
cal operations, will be admitted to the hospital by giving bond for the 
duration of their stay on the condition that the charge will be one 
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fourth over and above the ordinary price if they are cured and nothing 


at all if they die. 


Day patients of the first class will pay by day 2h, 
Day patients of the second class will pay by day 5 
Day patients of the third — class will pay by day 3 108. 
Day patients of the fourth class will pay by day... 2 10 
Day patients of the fifth class will pay by day 2 


Eventually when the establishment has won fame and the firm foun- 
dation we have reason to hope for it, and its benefits, different ways 
will be found of procuring the right to receive the assistance of the 
association. There will be life subscriptions, subscriptions covering cer- 
tain periods of time; there will be fees for those who with a small addi- 
tion to their quota may acquire the right of indefinite stay in the case 
of an incurable disease or senility; thus the association will become a 
resource for those excluded from the original association. 

No citizen of whatever condition possible can disapprove of such an 
establishment, for the description we have just given of it shows that 
its basis is decency. Since the establishment properly belongs to the 
body of members, there is no charity in the assistance which they 
receive; if the need arises that they are obliged to seek refuge in the 
hospital they will be as if at home; the care that they receive will be as 
a debt for which they could demand payment. The funds of the estab- 
lishment will be theirs. No gifts, legacies, endowments, will be accepted, 
nor can anyone give anything beyond his quota. Any payments re- 
ceived by those who care for the patients, no matter what the right 
or pretext, will be treated as extortion; for since that becomes the germ 
of a dangerous corruption, members must have no part in it. And so 
their rights can never suffer the least moderation, nor their delicacy 
the least anxiety, the hospital will accept nothing whatever beyond the 
protection of the King who will be asked to confirm it by letters patent 
as soon as experience shows us better ways of organizing the establish- 
ment, so that royal authority can render them irrevocable and inalter- 
able. 

The establishment having no funds other than the quotas of the 
members, it would not be discreditable to receive assistance already paid 
for. No one could pity anyone else, since each will have his own inter- 
est in it. All establish the funds together, for no one can be assured of 
continual health, and if those who are fortunate enough not to be com- 
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pelled to seek recourse there furnish the association with more than 
the association renders to them, they at least enjoy the benefit of know- 
ing there is such an asylum for them whenever it becomes necessary to 
take advantage of it; and by that they are exempt from anxiety. If when 
I am well, | pay a modest sum to my association for someone else who 
is suffering, then the same thing is done for me when I am sick. It is a 
general law of humanity put into execution in a prudent and deliberate 
manner. It is a bond of civilized society extended to a circumstance 
still more necessary than all those provided up to now. 

In a word, this association, as in all those which it is an honor to 
join, is a community of funds established for the needs of all members. 
Can there be any dishonor in enjoying advantages one has procured for 
himself? 

This establishment is not wholly a novelty; it has been carried out 
in part in Lyons, Chaalons sur Saonne, Beaune, Besangonne, etc. But 
with less need because of the nature of the places and with less propriety 
because of the joining of these establishments with hospitals. That has 
not prevented people of the highest quality from going there to enjoy 
assistance which is more continual, more certain and more united than 
their wealth could assure them at home. 

It is evident that an enterprise of this importance cannot begin its 
care without those to whom Providence has given wealth accompanied 
by zeal for public welfare; and we are glad to announce that some un- 
derstanding souls have been found who are happy to accord their pro- 
tection to our project and are ready to contribute the necessary sums 
for its execution. The question is, should the first foundations be laid 
of an establishment whose success depends entirely on public approval 
and the number of subscribers? The sums that equally well meaning 
people could offer us would only be accepted as a loan. A condition, 
voluntarily imposed, is to determine both the use of their funds and 
the time when they can expect to be repaid. 

When we are assured of buildings to accommodate the sick and 
we know we have a sufficient number of subscribers, then the doors 
will be opened and every individual will be welcomed to give advice 
on the arrangement of the hospital of which he can become one of the 
proprietors by joining the association. 

The establishment, whether in the beginning or after its complete 
execution, will belong to the members and the members alone, so that 
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if it fails because of some unforseen circumstance, the sums coming 
from its effects and its funds will be returned to the members accord- 
ing to the proportion of the amount contributed, counting from the 
time they joined the association. 

The administration in the name of the members and under the eyes 
of the magistrates will enjoy the right of acquiring or transferring prop- 
erty according to the needs of the case. Thus the savings made on the 
sums paid by each member in favorable years when there has been little 
sickness, will be alloted either to attain promptly the execution of our 
more ambitious plan or to aid resources in less fortunate years, making 
such transfers according to our needs. For it is not a question of estab- 
lishing a wealthy hospital, but of making it capable of completely ful- 
filling the mutual promises that the members of the association have 
contracted to relieve the expenses of all those among them who fall sick. 

The members being joint proprietors of the funds of the establish- 
ment, they should be informed of its activities. Also the administration 
should be obliged to render every year to the public an exact account 
of the progress of the association, of its expenses and its accomplish- 
ments. The names of the members in each classification should be 
printed at the beginning of January, as well as the number of patients 
admitted to the hospital during the year, the number of those who re- 
covered their health, the amount it cost to take care of them, and the 
other expenses of the establishment; and finally what funds remain in 
the coffers of the association. Such a practice will be the foundation 
of the confidence of the public. 

They will be astonished at the advantages we flatter ourselves can 
be procured by this establishment. But if one reflects on what we re- 
ported at the beginning of this memoir, where we explained how few 
citizens can be assured of all the necessary care in case of illness, one 
would realize how large the number of members ought to be, and the 
money they provide could scarcely fail to exceed the expenses of the 
establishment. 

For we know by observations of physicians that with a given num- 
ber of men every year there are so many well, so many sick. The same 
observations also furnish the means of making a general estimate of the 
length of illnesses and the expenses they entail. Thus the possibility of 
the establishment we propose depends upon suppositions based upon the 
proportion of members that experience shows are destined to be ill and 
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the amount of money necessary for those who take care of them. 

There are establishments which, though useful at the start, become 
a burden because of abuses which have crept in. This one, by its con- 
stitution, is such that since it can subsist only by the interest which the 
public takes in it, will necessarily fail whenever it ceases to be of ad- 
vantage to its members; wholly voluntary, it cannot be a burden to 
anyone; and as it adds decent surroundings to modest expense, it will 
be accessible to all classes of citizens. 

As the care to be found there is not extended further than for actual 
need, it cannot support idleness. Its efficacy will shorten the duration of 
the diseases and even prevent them from becoming more serious, be- 
cause one will not have to wait for an emergency before having recourse 
to the proper remedies, but on the contrary, be cared for from the 
moment he feels ill. Thus services owed to the country will not be 
interrupted for such a long period. One will no longer see the families 
of artisans ruined by the length and excessive expense of illnesses or citi- 
zens a burden to their government when they should be its mainstay. 

Those who approve of the project and would like to join the asso- 
ciation are asked to subscribe at the notaries listed below, leaving a note 
signed by them in which they have indicated the number of member- 
ships they need and the classification they have selected. The notaries 
will not charge for depositing these notes. 

Although this kind of subscription is not obligatory, those sponsor- 
ing the association will have to rely upon the number of such subscrib- 
ers in hastening the execution of their plans. The first thousand sub- 
scribers will be regarded as founders and will have that title bestowed 
upon them for more than ten years. 

In regard to fees, the members will not begin to pay until the hos- 
pital is ready to receive them. Membership tickets will be distributed 
which will serve as certificates for admission. The establishment will at 
first have to be limited to a certain number. It is only fair that the first 
to join will be accepted, the others will have to wait until the establish- 
ment is larger. 

It remains for us only to ask enlightened people, eager for public 
welfare, and animated by the same sentiments as those who suggested 
this project, to examine this plan carefully, and to communicate to us, 
either through the notaries or by papers appearing in periodical litera- 
ture, useful observations on the project in general or in detail. 
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PROCEEDINGS OF ACADEMY MEETINGS 


STATED MEETINGS 


December 2—The New York Academy of 


Medicine. Executive session—a] Read- 
ing of the minutes. Papers of the even- 
ing, Diagnosis and treatment of painful 
diseases of the spine—a] Differential 
diagnosis and treatment, including non- 
surgical therapy, of conditions causing 
low back pain, Ralph K. Ghormley, Pro- 
fessor of Orthopedic Surgery, The May 
Foundation, Graduate School, Univer- 
sity of Minnesota; b] Diagnosis of pro- 
lapsed nucleus pulposus; indications for 
surgical therapy, Roy Glenwood Spurl- 
ing, Lt. Col., M.C., A.U.S. Chief of Neu- 
rosurgical Section, Walter Reed Gen- 
eral Hospital. { Report on Election of 
Academy Officers. 


Decemper 16—The Harvey Society in affili- 


ation with The New York Academy of 
Medicine. The Third Harvey Lecture, 
“Nutrition of the Single Cell; It’s Ap- 
plications in Medical Bacteriology,” J. 
Howard Mueller, Professor of Bacter- 
iology and Immunology, Harvard Medi- 
cal School. This lecture takes the place 
of the second Stated Meeting of the 
Academy for December. 


SECTION MEETINGS 


Decemper 3—Section of Surgery. Reading 


of the minutes. {Presentation of cases 
—a] A case of diverticulitis, Lester 
Breidenbach, Bellevue Hospital; b] Two 
cases of diverticulitis of the right colon, 
John C. A. Gerster, Lenox Hill Hospi- 
tal; c] 1. A case of diverticulitis treated 
by colostomy; 2. A case of diverticulitis 
with urinary fistula, William C. White, 
Roosevelt Hospital: { Paper of the 
evening, Diverticulitis of the large 
bowel, John H. Garlock, Marcy Suss- 
man (by invitation). § General discus- 
sion. { Executive session. 


Decemper 7—Section of Dermatology and 


Syphilology. Presentation of cases—a] 
From New York University, College of 
Medicine; b] Miscellaneous cases. 
q General discussion. {| Reading of the 
minutes. {| Executive session. 


Decemper 9—Joint Meeting Section of Pe- 


diatrics and New York Roentgen Soci- 
ety. Papers of the evening—a] Experi- 
ences with surgery of the patent ductus 
arteriosus, Robert E. Gross, Boston (by 
invitation). | Discussion—George H. 
Humphreys (by invitation); b] Roent- 
genological appearances in fifty con- 
firmed cases of patent ductus arterio- 
sus, Merrill C. Sosman, Boston. Dis- 
cussion—Marcy Lee Sussman; c|] 
Changes in the circulation resulting 
from patent ductus arteriosus, C. Sid- 
ney Burwell, Boston (by invitation). 
Discussion—Dickinson W. _ Richards. 
q General discussion. {Executive session. 


Decemper 14—Joint Meeting Section of 


Neurology and Psychiatry and the New 
York Neurological Society. Papers of 
the evening—a] What type of soldier 
succeeds, Colonel William C. Porter (by 
invitation. Discussion—Lieutenant Col- 
onel Douglas A. Thom, Lawrence K. 
Kubie; b] Some psychosomatic and ther- 
apeutic aspects of war neuroses, Paul 
Hoch (by invitation); ¢c] Experiments 
in the rehabilitation of discharged serv- 
ice men, Thomas A. C. Rennie. Discus- 
sion—J. H. W. vanOphuijsen, Richard 
Brickner. { General discussion. {Execu- 
tive session. 


Decemnuer 15—Section of Genito-Urinary 


Surgery. Reading of the minutes. { Pa- 
pers of the evening by Residents in 
Urology (by invitation)—a] Two-year 
results in prostatic carcinoma under an- 
drogen control, Thomas J. Sullivan, 
Squier Urological Clinic, Presbyterian 
Hospital; b] Treatment of renal ob- 
struction from sulfadiazine, Ole Jansen 
and Charles L. Fox, Squier Urological 
Clinic, Presbyterian Hospital: ¢] A re- 
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markable cure by the use of penicillin, 
Albert Verges-Flaque, Brady Clinic, 
New York Hospital; d] Lymphangioma 
of epididymis, J. Scott Gardner, New 
York Hospital; e] Effect of certain bio- 
logically important salts on activity of 
sulfonamides, Bernard Pinck, New York 
Post-Graduate Hospital; f] Blood 
phenol in azotemic states—a clinical and 
laboratory study, Philip R. Roen, New 
York Post-Graduate Hospital. J General 
discussion. {| Executive session. 


December 15—Section of Otolaryngology. 
Reading of the minutes. { Case presen- 
tation. Recovery of a case of cavernous 
sinus thrombosis in which sulfathiazole 
was use. (Patient presented), Arthur 
J. Herzig. § Papers of the evening 
—a] The management of otolaryngic 
casualties as seen at Halloran General 
Hospital, Kenneth M. Kahn, Lt. Col., 
M.C. (by invitation). Discussion Sam- 
uel J. Kopetzky; b] Masking effects of 
sulfonamides on otogenous infections, 
Lester L. Coleman (by invitation). Dis- 
cussion, Jacob L. Maybaum, Daniel S. 
Cunning (by invitation). { General dis- 
cussion. 


Decemper 17—WSection of Orthopedic Surg- 
ery. Reading of the minutes. { Presen- 
tation of a case. From the Orthopedic 
Service of the Kings County Hospital. 
Tuberculosis of the cervical spine with 
quadriplegia, treated by laminectomy 
and subsequent spine fusion, Charles 
Vitale (by invitation). § Papers of the 
evening—a] The effects of violence on 
ankylesed extremities, Sigmund Epstein; 
b] Blastomycosis with osseous compli- 
cations, Paul C. Colonna, ‘Thomas Guck- 
er, 3rd (by invitation); c] Posterior 
approach to the femur, David M. Bos- 
worth. § General discussion. § Executive 
session. 


Decemper 20—Section of Ophthalmology. 
Instruction Hour 7:00 o’clock, Intraocu- 
lar foreign bodies—Dixon method of lo- 
calization, Irving Schwartz. J Reading 
ports—a] Extraction of foreign body in 
cataractous lens; b] Injury to the cil- 
iary body without iridocyclitis; c] De- 


tachment of retina resulting from trac- 
tion by intraocular foreign body, A. 
Russell Sherman. d] Transscleral re- 
moval of intraocular foreign body local- 
ized with the Berman locator, Henry 
Minsky. § Papers of the evening—a] 
Concerning the management of indus- 
trial eye injuries, Elbert S. Sherman; 
b] The management of corneal lacera- 
tions, Albert C. Snell, Jr., Wilmer 
Institute (by invitation); c] The con- 
tact lens method of foreign body locali- 
zation, Raymond L. Preiffer; d| Desir- 
able revisions in New York State com- 
pensation Laws, Albert C. Snell, Sr. 
(by invitation). 


Drecemser 21—Section of Medicine. Read- 
ing of the minutes. § Papers of the 
evening—a] Progress in the sulfona- 
mide prophylaxis of acute infections, 
Wheelan D. Sutliff, Assistant Director 
for Clinical Investigation Division, Bu- 
reau of Laboratories, N. Y. City Health 
Department (by invitation). Discussion, 
David P. Barr; b] Sulfadiazine in the 
treatment of meningococcic meningitis 
and meningococcemia, Emanuel Apple- 
baum, Assistant Director of Bureau of 
Laboratories, N. Y. City Health De- 
partment. Discussion, David DL. Rut- 
stein (by invitation). 


December 28—Section of Obstetrics and 
Gynecology. Executive session. J Read- 
ing of minutes. { Case reports—a| Two 
cases of paralytic ileus postpartum, A. 
C. Posner (by invitation), J. 1. Kush- 
ner; b] Case of lung abscess with sep- 
sis. Recovery (lantern slides), M. Ros- 
ensohn; c] Case of Naegele’s pelvis due 
to lack of development of femur. Spon- 
taneous delivery (lantern slides), P. B. 
Wahrsinger (by invitation); d] Preg- 
nancy at term in prolapsed uterus with 
prolapse of cord (lantern slides), I. 
Kibel (by invitation). { Papers of the 
evening—a] X-ray pelvimetry based on 
3,500 cases, William Snow: b] Cesarean 
section at the Bronx Hospital, P. B. 
Wahrsinger (by invitation), J. I. Kush- 
ner. { General discussion, J. W. Hin- 
ton, Harry Wessler, Harry Aranow, H. 
C. Williamson, S. W. Boorstein. 
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AFFILIATED SOCIETIES 


December 9—New York Roentgen Society 
—See program of Joint Meeting with 
the Section of Pediatrics. 


Decemprr 15—Society for Experimental 
Biology and Medicine, The New York 
Section. Papers of the evening—a] A 
microbiological method for the deter- 
mination of tryptophane, R. D. Greene 
(by invitation), A. Black (by invita- 
tion), (Introduced by H. B. van Dyke) ; 
b] Primary carcinoma of the liver in 
mice following the subcutaneous injec- 
tion of methylcholanthrene, L. C. 
Strong; c] Effect of thiourea on thyroid 
activity, A. S. Gordon (by invitation) ; 
E. D. Goldsmith (by invitation); H. A. 
Charipper; d] Variations in behavior 
of buffy coat cultures from individuals 
of different constitutional types, G. 
Draper, H. Ramsey (by invitation) ; e] 
Recording of blood pressures in the 
right auricle and ventricle in normal 
man and in cardiac patients, A. Cour- 
nand (by invitation) ; H. D. Lauson (by 
invitation); R. A. Bloomfield (by invi- 
tation); E. S. Breed (by invitation) ; 


E. de F. Baldwin (by invitation), (In- 
troduced by H. W. Smith) ; f] Observa- 
tions on acquired, non-specific resist- 
ance to equine encephalomyelitis virus 
R. W. Schlesinger (by invitation); P. 
K. Olitsky, I. M. Morgan (by invita- 
tion); g] Electron microscopy of the 
virus of lymphocytic choriomeningitis 
adsorbed on glass surfaces, G. Shwartz- 
man. 


December 23—The New York Pathological 
Society. Presentation of cases—a] Re- 
peated and fatal hemorrhage from a 
small angiomatous polyp in the ileum, 
Silik H. Polayes, Thomas F. Nevins (by 
invitation) ; b] Actinomyces bacteremia 
in a case simulating subacute bacterial 
endocarditis clinically and anatomically, 
Louis Lichtenstein, John E. Blair (by 
invitation). {| Papers of the evening— 
Poisoning from pentachlor-naphthalines 
—a] Clinical and chemical findings, 
Lawrence H. Cotter; b] Gross anatomic 
findings, Milton Helpern; c] Histologic 
findings and comparison of these with 
those in cases of poisoning from organic 
arsenicals, Edith Sproul (by invitation). 
q Executive session. 





CLINICAL RESEARCH MEETING TO BE HELD BY 
THE NEW YORK ACADEMY OF MEDICINE 


I'he New York Academy of Medicine will 
hold a meeting in the first week of April to 
provide a forum in which research workers 
of New York City and vicinity may present 
results of original research in clinical medi- 
cine. 

This meeting is being arranged by the 
Committee on Medical Education of the 
Academy in view of the dearth of meetings 
of national medical societies before which 
research work has usually been presented. 

Presentation will be limited to twelve min- 
utes. A brief period of free discussion will 
follow each presentation. The publication 
of presentations is not a necessary condi- 
tion but the Academy plans to publish in 
the Butietin abstracts of presentations, if 


the author so-desires. The fact that material 
has in substance or in part been presented 
elsewhere will not be regarded as a bar to 
presentation, provided that the work repre- 
sents recent research. 

The Committee extends an invitation to 
all research workers of Greater New York 
and neighboring cities within a _ radius 
of one hundred miles to submit an ab- 
stract, not to exceed two hundred words in 
length, of proposed presentation to the Sec- 
retary of the Committee on Medical Educa- 
tion of the Academy not later than March 
1, 1944. A formal invitation to participate 
in this program will then be extended by 
the Committee to the authors of papers 
selected for presentation. 
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